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SECTICN T - INTRODUCTIQN

L.

INTRCDUCTION

A

Introeductian

This edition of the Kentucky MedicaidProgram Hespital Services
Manual has heen formulated with the intentionm of providing you, the
provider, wvith a useful tool for interpreting the procedures and
policies of the Kentucky Medicaid FProgram. It has heen designed te
facilitate the processing of your claims for services provided to
qualified recipients of Medicaid.

This manual is intended te provide basic informwatien concerning
coverage, hilling, and pelicy. It will assist you in understanding
vhat procedures are reimbursable and will also enable you to have
your clains processed with a minimun of tinme invelved iv processing
rejections and making inquiries. It has heen arramged in a loese-
leaf format with a decimal page numbering systew which will allow
pelicy and procedural changes to be transmitted te you in a form
vhich may he immediately incerporated into the manuval (i.e., page
7.26 night he replaced by new pages 7.26 and 7.27).

Precise adherence to policy is imperative. In arder that yaour
clains may he processed quickly and efficiently, it is extremely
irportant that you follovw the policies as described in this
manval. Any questions concerming agency policy shall he directed
te the (ffice of the Conmissioner, Department faor Medicaid
Services, C(ahinet for Human Resources, CHR Building, Franmkfert,
Kentucky 40621, or Fhaene (502) 564-4321. (uestions concernming the
application or interpretation of agency palicy vith regard te
individual services shall he directed te the Division of Frogranm
Services, Department for Medicaid Services, Cabinet for Human
Resources, CHR Building, Frankfort, Kentucky 40621, or Fhome (502)
564-7759. (uestioms concerming hilling procedures or the specific
status of clains shall be directed to FIS, F.(0. Box 2009, Frankfort,
Kentucky 40602, cor Phove (800) 756-7557or (502) 227-2525.
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SECTION I - INTRQDUCTION

B. Fiscal Agent

Fffective Decenher 1, 1983, Flectronic Data Systens (FIS) hegan
providing fiscal agent services for the operation of the Kentucky
Medicaid Management Information System (MMIS). EFDS receives and
processes all clains for nmedical services provided to Kentucky
Medicaid recipients.

The physical location for EIS is:
FIS

2545 U.S. 127 South
Frankfart, KY 40601

TRANSMITIAL #17 Fage 1.2



CARINET ECR EUNAN RESQURCES
DEPARTINENT FOR NEDICAID SERVICES

HOSFITAL SERVICES MANUAL

SECTION II - KENTUCKY MEDICAITD PROGRAM

II.

KENTUCKY NEDICAID FPROGRAN

A.

General

The Kentucky Medicaid Program is administered by the Cahinet for
Buman Resources, Departwent for Medicaid Services. The MNedicaid
Program, identified as Title XIX of the Sccial Security Act, was
enacted in 1865, and cperates according to a State Flan approved hy
the U. S. Department of Bealth and Buman Services.

Title XIX is a joint Federal and State assistance program which
provides payment for certain medical services provided te Kentucky
recipients vho lack sufficient income or other rescurces to meet
the cost of such care. The hasic chjective of the Kentucky Medicaid
Progran is to aid the medically indigent of Kentucky in cbtaining
quality medical care.

As a provider of wmedical services, you must he aware that the
Department for Medicaid Services is bound by hoth Federal and State
statutes and regulations governing the admimistration of the State
Plan. The Department camnnot reimhurse you fer amy services not
covered by the plan. The state cannot he reinhursed hy the federal
government for momies improperly paid te providers of nen-covered,
unallowable medical services.

The Kentucky Medicaid Program, Title XIX, Medicaid, is not te he
confused vwith Medicare. Medicare is a Federal progran, identified
as Title XVIII, basically serving persans 65 years of age and
older, and some disahled persoms under that age.

The Kentucky Medicaid Program serves eligihle recipients of all
ages.  Coverage, will be specified in the body of this manual in
Sectian IV.

Transnittal #19 Page 2.1
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SECTICN IT - KENTUCKY MEDICAID EROGRAM

B. Administrative Structure

The Departwent for Medicaid Services within the Cabinet for Buman
Resources, hears the responsibility for developing, maintaining,
and aduinistering the policies and pracedures, scopes of henefits,
and basis for reimhursement for the medical care aspects of the
Progranm, The Department for Medicaid Services makes the actual
payments to the providers of medical services, wha have submitted
clains for services within the scape of covered hemefits which have
heen provided to eligihle recipients.

Deternination of the eligibility status of individuals and fanilies
far Medical Assistance henefits is a responsibility of the local
Departwent for Seocial Insurance offices, located in each county of
the state,

¢.  Advisery (ouncil

The Kenmtucky Medicaid Program is guided in policy-naking decisions
by the Advisory Council for Medical Assistance. Inaccordance with
the conditions set forth in KRS 205.540, the Council is conposed of
eighteen (18)members, including the Secretary of the Cabinet for
Human Resources, who serves as am ex officio wember. The repaining
seventeen (17) members are appointed hy the Caovermar to four-year
terrs.  Ten (10) wembers represent the various professional groups
providing services to Frogram recipients, and are appeinted from a
list of three (3) nominees submitted by the applicable professianal
associations. The other seven (7) wembers are lay citizens.

In accordance with the statutes, the Advisory Council nmeets at

least every three (3) months and as often as deemed necessary to
accanplish their ohjectives.

Iransmittal #19 ~ Fage 2.2
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In additien to the Advisery Council, the statutes make provisionm
for a five (5) or six (6) memher techmical adviseory committee for
certain provider groups and recipients. Memhership on the
technical advisory comnittees is decided by the professional
organization that the technical advisory committee represemts. The
techpical advisory conmittees provide for a broad professional
representation te the Advisery Council.

D. Palicy

The hasic ohjective of the Kentucky Medicaid Frogram is to assure
the availability and accessihbility of quality medical care to
eligible Frograr recipients.

The 1967 amendments to the Social Security ILaw stipulate that Title
XIX Programs have secondary liability for medical costs of Progranm
recipients. That is, if the patient has an insurance palicy,
veteran's coverage, or ather third party coverage of wmedical
expenses, that party is prinmarily liable for the patient's medical
expenses. The Medicaid Program is payor of last resort.
Accordingly, the provider of service shall seek reinbursement fron
third party groups for nmedical services provided. If you, as the
provider, receive payment from the Medicaid FProgran hefare knowing
of the third party's liahility, a refund of that payment amount
shall be made teo the Medicaid Program , as the amount payable hy
the Department shall be reduced hy the amount of the third party
ahligatian.

In addition ta statutory and regulatery provisions, several
specific palicies have heen estahlished through the assistance of
professional advisory committees. Principallygonme of these
policies are as follovs:

A1l participating. praoviders shall provide services in cenpliance
with federal and state statutes regardless of sex, race, creed,
religion, natiomal origin, handicap, or age.

Transwittal 719 Yage 2.3
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SECTION II - KENTUCKY MEDICAID PROGRAM

Fach wedical professional is given the choice of whether or met to
participate in the Medicaid Frogram. From these professionals who
have chosen to participate, recipients may choose the ome from whom
they wish to receive their medical care.

When the Departwent makes paywent for a covered service and the
pravider accepts the payment made hy the Medicaid Program inm
accordance with the Department's fee structure, the amounts paid
shall be considered payment in full; and. po hill for, the same
service shall be tendered to the recipient, or payment for the same
service accepted from the recipient.

Froviders of medical service attest hy their signatures (net
facsimilies) that the presented clains are valid and in goad
faith. The submission of fraudulemt claims is pumishable by fine
or impriscmment. '

All claims and substantiating records are auditable by hoth the
Government of the United States and the Commonwealth of Kentuchy.

The provider's adherence te the application of policies in this
nanual is momitored through either post-payment review of claims by
the Department, or conputer audits or edits of clains. Vhen
computer audits or edits fail to function properly, the application
of policies in this manual remains in effect and thus the clainms
becowe subject to post-payment review hy the Department.

Medical records and any cother infermation regarding payments
clained shall he maintained in an organized central file and
furnished to the Cahinet upon request and made available for
inspection or copying hy Cabinet persennel. Recards shall he
naintained for a pinimun of five (59 years and for anmy additianal
tine as may bhe necessary in the event of an audit exception or
other dispute.

Transpittal #19 Fage 2.7
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SECTICN IT - KENTUCKY MEDICAID FROGRAM

All claims and payments are subject to rules and regulations issued
fron time to time hy appropriate levels of federal and state
legislative, judiciary and administrative branches.

All services to recipients of this Program shall he on a level of
care at least equal to that extended private patients, and mormally
expected of a person serving the public in a professional capacity.

A1l recipients of this Program are entitled to the same level of
confidentiality accorded patients NOT eligible for Medicaid
henefits.

Professional services shall he periodically reviewed hy peer groups
within a given nmedical speciality.

All services are revieved for recipient and provider ahuse.
Willful abuse by providers canm result in their suspension fron
Frogram participaticn. Abuse by recipients pay result in
surveillance of the payable services they receive.

(lains shall mot he paid for services outside the scape of
allovable benefits within a particular specialty. Likewise, clains
shall net be paid for services that required, hut did net have,
prior autherizationm.

(lains shall not he paid for medically umnecessary items, services,
or supplies.

When a recipient wnakes payment for a covered service, and payment
is accepted hy the provider as either partial payment ar payment in
full far that service, nc respensihility for reimbursement shall
attach to the Cabinet and ne hill for the same service shall be
paid by the (abinet.

Transwittal #19 Fage 2.3
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SECTION II - KENTUCKY MEDICAID PROGRAM

E. Fublic Iaw 92-603 (As Amended)
Section 1909. (a) Vhoever--

() knewingly and vwillfully makes or causes to he made
any false statement or represemtation of a material fact
in any application for any hemefit or -payment under a
State plan approved under this title,

(2)  at amy time knowingly and willfully makes or causes
to he nade any false statement or representaticn of a
naterial fact for use in determining rights ta such
henefit or payment,

(3)  having knovledge of the accurrence of amy event

affecting (A) his imitial or continuved right ta amy such
benefit or payment, or (B) the initial or cemtinved right
ta any such hemefit or payment of anmy other individual in
vhose hebalf he has applied for or is receiving such
benefit or payment, conceals or fails to disclose such

event with an intent fraudulently te secure such hemefit

or payment either in a greater amount or quantity tham is

due or when no such henefit or payment is autharized, or

(4) having made application te receive amy such
henefit or payment or any part thereof to a use other
than for the use and henefit or such other persan,

shall (i) in the case of such a statement, representatiaon,
cancealnent, failure, ar conversionm by any persom in
cannection vwith the furmishing (by that person) of items or
services far vhich payment is or may be made under this title,
be guilty of a felony and upon cenviction thereof fined not
more.than $25,000 or imprisoned for not wore than five years
of both, eor (ii) in the case of such a statement,
representation, concealwent, failure, or conversien by any
other persom, he guilty of a misdemeanor and wpan convictien
thereot fined not more than $10,000 or imprisomed for net mare
than ane year, or hoth. In addition, 1in any case vhere an
individual who is ctherwise eligihle for assistance under a

Transmittal #19 Fage 2.6
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SECTION IT - KENTUCKY MEDICAID FROGRAM

State plan approved under this title is convicted of an
offense under the preceding provisions of this subsection, the
State may at its option (motwithstanding any other prevision
of this title or of such plan) limit, restrict, or suspend the
eligihility of that individval for such peried (not exceeding
one year) as it deens appropriate; hut the inpesition of a
linitation, restriction, or suspension with respect to the
eligibhility of any individval under this sentence shall neot
affect the eligihbility of any other person for assistance
under the plan, regardless of the relationship between that
individval and such other person.

(b) (1) Whoever knowingly and willfully solicits or
receives any remuneration (including any kickback, bribe, eor
rebate) directly orindirectly, overtly or covertly, in cash
or in kind--,

(A) in return for referring an individual to a persen for
the furnishing or arramging for the furnishing of amy item or
service for vwhich payment nay be nade in whole or in part
under this title, or

(B) in return for purchasing, leasing, ordering, or
arranging for or recomnending purchasing, leasing, or orderinmg
any good, facility, service, or item for which payment may be
nade in whole or 1n part under this title,

shall be guilty of a felony and upen conviction thereof, shall he fined
not more than $25,000 or impriscned for net mere tham five years, or

hoth.

(2) Wheever knowinglz and vwillfully offers or pays amy renumeratiaonm
a

(including any kick

ck, bribe, or rehate) directly or indirectly,

overtly er ceovertly, imn cash or in kind te any persan to induce

such

persan- -

(A) to refer an individval to a person for the furnishing or

arranging for the furnishing of any itenr or service for which
paynent may he made in whale or in part under this title, or

Transneittal #19
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SECTION II- KENTUCKY MEDICAID FROGRAM

(B) to purchase, lease, order, or arrange for or recommend
purchasing, leasing, or ordering any good, facility, service, ar
iten for which payment may he made in whole or in part under this
title,

shall be guilty of a felaony and upen cenviction thereaf shall he
fined not more than $25,000 or imprisoned for net more than five
years, or hoth.

(3) Faragraphs (1) and (2) shall nat apply to--

A% a discount or other reduction in price ohtained hy
a provider of services ar ather entity under this title if the
reduction in price is properly disclosed and appropriately
reflected in the costs claimed or charges wade by the provider ar
entity under this title; and

(B) any awount paid by an employer to an employee (wha
has a hona fide employment relationship with such employer) for
enploynent in the provision of cavered items or services,

(C) Vhoever knawingly and willfully nakes or causes to he
nade, or induces or seeks to induce the making of, any false
statement or representation of a material fact with respect to the
conditiens or cperation of anmy institution or facility in order
that such institution or facility may qualify (either upon initial
certification or upon recertification) as a hospital, skilled
nursing facility, intermediate care facility, or howe health agency
(as those terns are employed in this title) shall he guilty of a
felany and upen conviction thereof shall he fined net wore thanm
$25,000 or inprisened for not more than five years, or hath.

(I) Whoever knawingly and willfully--

(1) charges, for amy service provided to a patient
under a State plan appraved under this title, momey or
other consideration at a rate in excess of the rates
established hy the State, or

Transnittal #19 Fage 2.8
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SECTICN II - KENTUCKY MELICAID FROGRAM

(2) charges, solicits, accepts, ar receives, in
addition to any ancunt othervise required to he paid
under a State plan appreved under this title, amy gift,
poney, donation, or cther caonsideration (other than a
charitahle, religious, or philanthrepic cantribution from
an orgamization or fron a person unrelated to the
patient)--

(4) as a precondition of admitting a patient to
a hospital, skilled nursing facility, or intermediate
care facility, or

(B) as a requirement for the patient's
continued stay in such a facility, when the cast of the
services provided therein to the patient is paid for (inm
vhole or in part) under the State plan, shall he guilty
of a felony and upen conviction thereof shall he fined
not nore thanm $25,000 or inprisoned for nat nmore than
five years, or hoth.

I, Tinely Submission of (lains

(laims far caovered services previded to eligible Title XIX recipients
shall he received hy the Medicaid Program within twelve (12) months fronm
the date of service in order to he reimbursed. (laims received after
that date will net he payahble. This pelicy hecane effective August 23,
1979.

According te Federal regulations, clains shall be billed ta Medicaid
within twelve (12) montﬁs of the date of service or six (6) months of
the Medicare adjudication date. Federal regulations define "Timely
subnission of clains" as received by Medicaid "ne later tham 12 months
frow the date of service." BReceived is defined in 42 CER 447.45 (d) (5)
as follews: "The date of receipt is the date the agency received the
clair as indicated by its date stansp on the clain." For Kenmtucky, the
date received is included within the Internal Control Numher (ICN)which
is assigned to each clainm as it is received at FIS. The third through
the seventh digits of the ICN (e.g. 9889043450010 = February 12, 1989)
identify the year and day of receipt, in that order. The day is
represented hy a Julian date vwhich counts the days of the year
sequentially (Janvary 1 = 001 through December 31 - 365/366). Ta
consider those clains 12 months past the service date far pracessing,

Transnittal #19 Fage 2.9
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SECTICN II - KENTUCKY MEDICAID FROGRAM

the pravider shall attach documentation showing timely RECEIFT by EIS
and documentation showing subsequent hilling efferts. (laim copies are
not acceptable dacumentation of timely hilling. A maximum of twelve
(12) wonths can elapse hetween FACE RECFIPT of the aged claim by the
Progran.

(lains for Title XVIIIdeductible and coinsurance amounts can he
pracessed after the twelve-month time frame if they are received hy the
Nedicaid Progran within six (€) months of the Medicare dispesition.

6.  Kentucky Patient Access and (are System (KenPAC)

KenFAC is a statevide patient care system which, as an adjunct to
the Kentucky Medicaid Pregram, provides certain categories of
medical recipients with a primary physician or family decter. (nly
those Medicaid recipients who receive medical assistance under the
Aid to Families with Dependent Childrem (AFDC), or AFIC-related \
categeries are covered by KenPAC. Specifically excluded are: the
aged, blind, and disabled categeries of recipients; nursing
facilities, intermediate care facility for the mentally retarded
and developmentally disabled (ICF/MR/DD); and mental hospital
inpatients; faster care cases; all spend-down cases; and all
Lock-In cases. To aid in distinguishing fron regular Medicaid
Program recipients, the KenPAC recipients will have a green
Medicaid Frogram card with the name, address, and telephone number

of their primary care provider.

Prinary physician specialists or groups who can participate as
primary physicians are:

General Practitioners (hstetricians Prinary Physician (linics
Fanily Practitioners Cynecalogists Frinary Care (enters
Pediatricians Internists Rural Bealth C(linics

Recipients can select a primary physician or clinic who agrees to
participate in Medicaid and KenPAC. Recipients not selecting a primary
physician will he assigned one within their home county. A primary
physician can serve up to 1,500 patients for each full-time equivalent
physician.  Primary Care Centers and Kural Health (linics can alsc he
assigned recipients hased on the number of Registered Nurse
Practitioners they have on staff.

Transnittal 719 Fage 2.1(
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SECTION IT - KENTUCKY MFDICAID PROGRAM

KenPAC primary physicians or clinics shall arrange for physician
coverage 24 hours per day, sevenm days per week. A single 24 hour
access telephone nunber shall be provided hy the primary physician
or clinic. This number will be printed on the recipient's KemPA(
Nedical Assistance Identification (ard.

The following service categories shall be either provided hy the
prinary physician or clinic or referred by the primary physician or
clinic in order to he reinhursed by the Medicaid Frogran.

Physician (excludes Ophthalmelogists, Psychiatrists, ohstetrical
services and routine newharn care hilled using the wmother's
MAID nunber)

Bospital Inpatient and Qutpatient (excluding psychiatric adnissions
and routine nevwhorn care hilled using the mother's NAII
nunber)

Lahoratory Services

Murse Anesthetists

Rural Health (linic Services

Bane Health

Prinary (are (enters

Aubulatory Surgical Centers

Durable MNedical Equipment

Advanced Registered Nurse Fractitiomers

Services nat included in the above list can be cohtained by the
KenPAC recipient in the uswval manner.

Referrals can he nmade by the KenPAC primary physician or climic to
another provider for specialty care or for primary care durimg his
er her ahsence. Special autherization or referral form is not
required and referrals shall occur in accerdance vith accepted
practices in the medical commupity. Te emsure that payment will be
rade, the primary physician or clinic shall provide the specialist
or other physician with his or her Medicaid Frogran provider
nunber, which is to be entered om the hilling form to signify that
the service has heen autherized. With the primary care physician's
approval, his or her provider number can be relayed by a referred
specialist or institution to other specialists or institutions.
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(lains for services provided to KenPAC recipients which do nat have
a referral frow their primary physician shall not he paid by the
Medicaid Frogran.

"Frergency Care" is defined as a conditien far which a delay in
treatment can result in death er permanent impairment of health.

Pre-autherization from the primary physician is not required for
energency care. The prinary physician shall be contacted, whemever
practical, to he advised that care has been provided, and te obtain
the Ehysician's autharization numbher. If the authorizatiom camnat
he obtained frow the primary physician, the provider shall caontact
the KenFAC Frogram to ohtain an autherization numher hefore
subzitting a clain.

"lrgent care" is defined as a condition nat likely to cause death
or lasting harw, hut for which treatnent shall not wait for a ~
nornally scheduled appointment (e.g., suturing mimor cuts, setting
siople hroken homes, treating dislocated homes, and treating
conditions characterized by ahnormally high temperatures).

The primary 'physician shall he contacted for prior awtherization of
urgent care, If prior autherization is refused, any service
provided to the client shall net be payahle by the Kenmtucky
Medicaid Frogram.  If the recipient's primary physician cannct he
reached for prior authorization, urgent care is to be provided and
the necessary autherization secured after the service is provided.
Under this circunstance, if post-autherization is refused by the
primary physician or the primary physician cannet he contacted
after service has been provided, special authorizationm cam he
chtained from the KenPAC Progran. Vhen the Progran determimes that
the special authorizatien procedure is being misused, the
individual provider will he advised that special autherizatiom for
further services can he refused.
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Routine care in the emergency room is mat te he authorized by the
rimary physician, and shall net he payahle under the Frogranm;
avever, the primary care physician way authorize a hrief

examination in the emergency roem in order to deternime if an

urgent care situation exists, evenm if the patient is subsequently
determined as a result of the examination to require only routine
care.

KenFAC primary physicians and clinics, in addition to their mormal
fee for service reimbursements from Medicaid, will be paid $3.00
per month fer each KenPAC patient they manage. Maximum wmenthly
reinbursement shall not exceed $3,000.00 per physiciam. jppy
questions ahout the KenFAC Fragran shall be referred ta:

KenFAC Branch

Division of Patient Access and Assessment
Department for Medicaid Services

275 Fast Main Street, Third Flear Fast
Frankfort, KY 40621

Information and special authorization numhers can be cohtained by
calling tall free 1-800-635-2570 (In-State) or 1-502-564-5198 (In-
ar Qut-of-State).
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IIT. CONDITIONS OF PARTICIPATION

A Appropriate Certification

L

Acute care haspitals shall be licensed by the state and certified
for participation under Title XVIIof Puglic Iav 89-97 (Medicare)
in arder te he eligihle to submit a Commenvealth ofKentucky,
(abinet for Human Rescurces, Department for Medicaid Services
Frovider Agreement (MAP-343 Rev. 5/86), Department far Medicaid
Services Certification on Lobhying (MAP-343A), and Department fer
Medicaid Services Provider Information Fern MAF-344 (Rev. 03/91)
to the Medicaid Progran. Hospitals participating in the Kentucky
Medicaid Program are required ta meet the curremt cenditions eof
participation for hespitals, HIR-10 (Rev. 6/67) gaverning
participation under Title XVII of Public Law 89-97, and
amenduents thereto. Inthese instances where higher standards
are set by the Medicaid Frogram, these higher standards will alsc

apply.

An applicant shall net bill the Medicaid Frogram fer services
provided to eligihle recipients prior te the assignment hy the
Medicaid Frogran of a provider number. The Medicaid Frogran
will not assign a provider numher until all forms required for
the application for participation are completed by the applicant
and returned to the Department for Medicaid Services and it is
determined that the applicant is eligible to participate. (nce
an applicant is potified in writing of anm assigned provider
nunher, the Medicaid Frogram can he hilled for covered services
provided to eligihle recipients.

Certification for participation under Title XVIIIwill not he
required of hospitals accredited hy the Joint Conmission on
Accreditation of Bealthcare (rganizations (JCABQ).

Any hespital wishing to terminate its agreement shall submit this
in writing to the office of the Conmissioner, Department for
Medicaid Services. Any services provided te recipients by the
hospital as of the date of that hospital's termination will nat
be reinhursahle by the Medicaid Progran.
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4. Ifa provider wishes to submit ENC clains, the pravider shall
conplete and submit a Provider Agreement Addendun (MAP-380 Rev,
4/90). Ifa third party computer hilling agency is used to
prepare the media for the provider, the electromic media hilling
agency shall also complete and submit an Agreement (MAP-246 Fev.
10/86). These campleted forms shall be mailed directly to the
Departwent for Medicaid Services, Frovider Enrallment, 275 Fast
Main Street, Frankfort, Kemtucky 40621.

5. The Department for Medicaid Services has authorized payment for
services praovided July 1, 1987, and after ta eligihle Medicaid
recipients in  Medicaid-certified duval-licensed  heds, in
accardance with KRS 2168.107. Flease refer ta your Nursing
Facility Services Nanval for detailed information.

6. Ifa provider wishes to hill the Medicaid Frogran for
hospital-hased physicians, the hospital shall conplete the
Certification of Conditions Met (MAP-346) and the Statement of
Authorization (NAF-347). The MAF-347 shall he completed and
retained in the hospital's files and the MAP-346 shall he
conpleted and submitted to the Medicaid Program prior te hilling
for amy physician services. Without the conpletien of these
forns, a hespital will be subnitting fraudulent clains.

Ihis same procedure will alse apply te all hespital providers
that are hilling the Medicaid Program fer physical therapy and
speech therapy services.

B Qut-of-State Bospitals

(ut-of-state hospitals can automatically participate in the Medicaid
Progran if they are participating in their own. state's Title XIX
pregram. They shall forward to the Medicaid Program a conpleted
Commonwealth of Kentucky, Cabimet for Humanm Resources, Jepartnent for
Medicaid Services Provider Agreement (MAF-343) and Provider
Infornation form (NAF-344). Ifthey do nmat participate in their awn
state's Title XIX Program, they shall be certified to participate in
the Title XVII Program. They shall then forward a completed NAP-343
and NAF-344 ta the Medicaid Frogranm.
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Out-of-state hospitals shall also provide te the Medicaid Program a
current notice of centinuing certification of participation in their
state's Title XIX Program. Ifnot, Kentucky Medicaid participation
shall be terminated in accordance with the expiration date of the
ariginal participation agreenment.

Qut-of-state haspitals on hinding review with a Medicaid Peer Review
Organization (FRQ) in their state shall review all Kentucky Medicaid
advissions for medical necessity hefere paywent can he made. All
bills subnitted for payment by hospitals on binding review shall
verify this by completing forn locater 87 on the UB-82 clain form.

Bospitals net on binding review with a Medicaid PRO are to perferm
utilization revievw in accardance with their state's utilization review
videlines. Verification that the utilization review mechanisn of the
ospital reviewed the admission will be accomplished by cenpleting
form lacater 87 on the UB-82 clain form. :

Hespitals will he required te subnmit additiconal information if
requested by the Frogran.

C. Cut-of-Country Bospitals

Bospitals located outside the United States and Territories cannot
participate in the Kentucky MedicaidProgram.

D. Peer Review (rganizatien (FRQ)

The FProfessional Stamdards Review (rgamization (PSR() wvas established
in 1972 by Fublic Iaw 92-603 and later changed te Feer Review
(rganization (PR(). The prinary purpese of the PRQ is to assure that
services provided to Title XIX recipients are medically mecessary and
at the appropriate level of care.

Emergency adnissions do mot require pre-admission review but admission
review 1s to he performed -vithin tve (2) working days of said
adnissions.  The authorized lemgth of stay (I0S) will he determimed,
for these types of adwission, during admission review.
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Scheduled adeissions require pre-adnission review which shall he
cbtained hy the effice staff of the aduitting physician. The
pre-authorization nueber and lemgth of stay (L0S) assigned by the PR(
shall ke provided. to the hespital ky the aduitting physician.

If the recipient received a backdated Medical Assistance
Identification Card showing retroactive eligihility, the bospital
staff can call the PRQ for review of the service. This needs to be
conpleted immediately after the card is received hy the recipient.

L0S extension requests shall be imitiated hy hespital staff hy
cantacting the PRO staff at the toll-free nunker.

The FRQ office can he contacted at 1-800-292-2392 In-state ar
1-800-228-5762 (In or Qut-of-State) hetween the hours of 8:00 a.n. and
5:30 p.n. (Eastern Standard Time on Menday through Friday).

Address inquiries regarding PRQ pracedures to:

Healthcare Review Cerperationm
9200 Shelhyville Road

Suite 215

Louisville, KY 40222

E. Ternination of Participation

If a provider's participation is terminated hy the Kentucky Medicaid
Program, services provided after the effective date of termimatiom are
nat payahle.
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907 KAR 1:220 regulates the terms and caonditions of provider participatian
and procedures for provider appeals. The (abinet far Human Rescurces
deternives the terms and conditions for participation of vendors in the
Kentucky Medicaid Progran and may suspend, terminate, demy or net remew a
vendar's pravider agreement for "good cause." "Good cause" is defimed as:

1. Misrepresenting or concealing facts in arder to receive ar to
enahle athers to receive henefits;

2. Furnishing or ordering services wunder Medicaid that are
substantially in excess of the recipient's needs or that fail te
meet professionally recognized health care standards;

3.  Misrepresenting facters concerning a facility's qualifications
as a praovider;

4.  Failure te comply with the terms and conditions for vender
participation in the program and to effectively render service to
recipients; or

5. Submitting false or questionable charges to the agency.

The Kentucky Medicaid Program shall notify a provider im writing
at least thirty (30) days prior to the effective date of any
decision t¢ terminate, suspend, demy or not remew a pravider
agreement., The natice will state:
1. The reasons for the decision;
2. The effective date;
3.  The extent of its applicahility te participation in the
Medical Assistance Frogran;
4, The earliest date on which the (abinet will accept a
request for reinstatement;
5. The requirements and procedures for reinstatement; and
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6. The appeal rights availahle to the excluded party.

The provider receiving such notice may request an evidentiary
hearing.  The request shall he in writing and wmade within five
(5) days of receipt of the netice.

The hearing shall be held within thirty (30) days of receipt of
the vwritten request, and a decision shall be rendered within
thirty (30) days fron the date all evidence and testimany is
submitted.  Technical rules of evidence shall nat apply. ~ The
hearing shall he held hefere anm impartial decision-maker

agoointed by the Secretary for Human Resources. When am
evidentiary "hearing is held, the provider is entitled te the
fallevwing:

1. Timelv writtenm notice as ta the basis of the adverse

decision and disclesure of the evidence upon which the
decision was hased;

2. An opportunity to appear in persan and introduce evidence
ta refute the hasis of the adverse decision;

3. Counsel representing the provider;

4. An opportunity to he heard in persam, ta call witnesses, and
to introduce documentary and other demeonstrative evidence;
and

5. An opportunity to cross-examine witnesses.

The written decision of the inpartial hearing officer shall state the
reasons for the decision and the evidence upon which the determinatiaen is
based.  The decision of the hearing officer is the final decision of the
Cabinet for Human Resources. These procedures apply to amy provider whe has
received notice from the Cabinet of ternination, suspensian, denial or
non-renewal of the provider agreement or of suspensien from the Kentucky
Medicaid Frogram, except in the case of an adverse action takenm under Title
XVII (Medicare), binding wpon the Nedicaid Program. Adverse actiem taken
against a provider under Nedicare shall be appealed through Nedicare
procedures.
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F.

Placenent

Assistance with placement in nursing facilities can he chtained hy
contacting the local cffice of the Department for Social Services
vhose staff are knowledgeable regarding potential for placement im
Kentucky facilities.

The Medicaid Frogran does not routinely make payment for services
provided te Kentucky Medicaid recipients who are placed in
out-of-state long term care facilities, e.g. nursing facilities (NF),
internediate care facilities for the mentalfy retarded and
developrentally disabled (ICF/MR/DD) and menmtal hespitals.

Patient's Advance Directives

Effective Decemher 1, 1991, Section 4751 of CBRA 1990 requires that
adults eighteen (18) years of age or clder receive informaticon
concerning their rights to make decisions relative te their medical
care, This includes the right ta accept or refuse wedical or surgical
treatment, the right to execute a living will, and the right to granmt
a durable paver of atterney for his or her medical care to anather
individual.

A hospital shall give information regarding advamce directives at the
time of the individual's admissien as am inpatient. Additienally,
providers shall:

(a) Maintain written palicies and procedures with respect te all
adult individuals receiving medical care by or through the
provider or organization about their rights under state law te
make decisions ceoncerning medical care, including the right te

accept or refuse medical or surgical treatment and the right to
fornulate advance directives;

(b) Provide written information te all adult individuals on their
pelicies concerning inplementation of these rights;

(c) Document in the individual's medical recards whether or mot the
individual has executed an advance directive;
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(d) Neot condition the provision of care or cotherwise discrininate
against an individual based on vwhether or not the individual has
executed an advance directive;

(e) Ensure compliance with requirements of State law (whether
statutory er recognized hy the courts) concerning advance
directives; and

(f) Provide (individually or with others) for education for staff and
the community on issues concerning advance directives.

State law allows for a health care provider or agent of the provider
to object to the inmplementation of advance directives. For additional
information, refer te KRS 311.634 and KRS 311.982 or cemsult an
attarney.

Flease refer to Appendix XXI for copies of materials relating to the
Advance Directive Law.

I) Description of Kentucky laws regarding the
a) Living Will Act
h) Health Care Surregate Act
c) Durable Fover of Attormey

2) living Will Declaratian

3) Designation of Bealth (are Surrogate

1)  Advance lirective Acknowledgenment

5) Pretocal

The cast of reproducing these materials shall be Medicaid allawahle
cost for Medicaid-eligihle individuals.
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IV.  PROGRAY COVERAGE

A.  Inpatient Services

L.

A paximun of fourteem (14) days per admission is payable for
adeissions on and after April 1, 1981. All admissions are
subject to approval by the Medicaid Peer Review (rgamizationm
(FRQ), and shall he within the scope of covered services.
The Medicaid Frogranm pays for either the date of admission or
the first day of eligibility, if later, but shall not pay for
the date of discharge; hovever, all covered ancillary charges
incurred on the date of discharge shall be alloved hy the
Nedicaid Progranm.

Fffective July 1, 1989, the Kentucky Medicaid Program
provides reinbursement, without duratienal 1limits, fer
vedically necessary inpatient hespital services preovided to
Medicaid recipients under age ome (1) inm haspitals defimed hy
the Departnent of Medicaid Services as disproparticnate share
hespitals. This neans that fer dispropertionate share
hespitals, recipients under age ome (1) shall not be limited
ta the regular maximun of fourteen (14) days. After age 1,
coverage reverts to the 14 day nmaximunm.

Fffective for services provided on and after July 1, 1991 hy
hospitals designated by the Kenmtucky Nedicaid Frogranm as
disproportionate share hospital, recipients. under age six (6)
are eligible for medically nmecessary inpatient services
vithout  durational limits, regardless of any prier
utilization of hespital services. After age 6, coverage
reverts to the 14-day maximun.

Fffective for services provided on and after July 1, 1991,
the Kentucky Medicaid Program shall provide reimbursement for
medically necessary inpatient services, without duratiemal
linits, regardless ef any prior utilization of prier services,
for recipients under age ome (1). Reimhursement is available
irrespective of designation as a dispropertiomate share
haspital. After age 1, services pravided hy
non-dispropertionate share hespitals reverts to the 14-day
paximum.
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Effective for services provided on and after March 4, 1991,
hespitals are reminded that KRS 205.575 requires hospitals
participating in the Hospital Indigent Care Assurance Program
(HICAP) to provide medically mecessary days of care in excess
of Medicaid progran limits to Nedicaid recipients free of
charge to the Medicaid Frogram or the recipient. HICAP onmly
applies to inpatient hospital services provided to recipients
by hespitals located within the state of Kentucky.

2. Inpatient adnissions covered for eligible Program recipients
are those primarily fer treatment indicated in the mamagement
of any acute ar chrenic illness, injury, or impairment, and
for maternity care.

3.  Admissiems for diagnestic purposes shall be reinbursahble anly
if the diagnestic procedures cannot he performed am am
outpatient basis.

4. The Medicaid Progran shall nake payment for Program o
recipients vho are transferred from a greater facility to a ~
lesser facility for a combined total of 14 bemefit days.

Reinbursement for adwissions to the lesser facility shall he
subject to the pelicies and procedures goverming all
adnissions to acute care hospitals.

The Medicaid Program shall make payment to the greater acute
care hospital for a maximum of 14 days for Program recipients
vho are transferred from a lesser acute care haspital to a

reater acute care hospital, if the needed acute care camnot
Ee provided at the "lesser" facility.

5. The Nedicaid Pregran shall nake paynent for readnissions
vithin 30 days (NIY vhen an acute exacerhation of anm existing
condition occurs or wher an entirely new condition develaps.
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6. The Gemeral Assemhly, Regular Session 1978, passed legislation
(House Bill 179)which amended KRS 205. 560. The law
specifies the conditions for which the Medicaid Program can
nake payment for induced abertions, induced miscarriages, or
induced premature hirths for Title XIX recipients. The
services shall he considered covered, subject to other Progran
edits,if the physician certifies that in his ar her
professional judgement an induced abortion or miscarriage is
necessary far the preservation of the life of the woman, and
in the case of an induced premature hirth, intended to
produce a live viakle child.

The appropriate certification forms (MAF-235 or MAP-236),
indicating the procedure used and signed by the physician,
shall accompany all inveices requesting payment faor these
services.

1. Sterilizations shall be reinhursable hy the Medicaid Frogran
only when in compliance with federal regulations (42 CIR
441.250) which are as follovs:

a. The consent form (MAP-250, Rev. 1/79) shall be signed hy
the recipient and the person ohtaining the conmsent at
least thirty (30)days in advance of the procedure heing
perforned, except in cases of premature delivery and
enmergency ahdominal surgery, im vwhich cases only a
seventy-twe (72) hour waiting period is required. The
expected date of delivery shall have heen 30 days in
advance of the date the consent vwas given. A naxinun of
ane hundred and eighty (180) days shall elapse hetveen
the date the consent form is sigmed and the date on
vhich the procedure is perfarned.

b.  The physician whoe performs the procedure shall sign and
date the MAP-250 after. the sterilization procedure is
performed.

c. The recipient shall he at least tvwenty-ome (21) years of
age at the time comsent is ohtained.
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The recipient shall not have heen legally declared
mentally incompetent unless he or she has been declared
competent for purposes which include the ahility to
cansent te  sterilization, and  shall nat he
institutionalized. The fact that a facility is
classified as an NF or ICF/MR is pot necessarily
determinative of whether persons residing therein are
"institutionalized." A persen residing in an NF or
ICF/MR is net considered to be ap "instituticonalized
individual" for the purpeses of the regulations unless
that persen is either: (a) inveluntarily confined or
detained under a civil or crininal statute in one of
these facilities; or (h) confined under some form of a
voluntary commitment, and the facility is a mental
haspital or a facility for the care and treatment of
wental illness.

The recipient shall he advised of the nature of the
sterilization procedure te he performed, of altermative
rethods of family planning, and of the disconforts,
risks, and benefits associated with it. The recipient
shall he advised that his or her cansent ta he
sterilized can be withdrawn at amy time and will nat
affect his or her entitlement to benefits provided hy
Federal funds.

Interpreters shall be provided when there are language
barriers and special arrangements shall he nade for
persons with disabilities.

To reduce the chances of sterilization heing chosen under
duress, a consent shall nat he ohtained frow anyeme in
laber or childbirth, under the influence of alcohal ar
other drugs, or seeking or chktaining an abortian.

These regulations apply to medical procedures perfarmed
for the purpese of producing sterility.

Reinbursement shall mot he availahle for hysterectonies
performed for sterilization purpeses.
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J. ALL applicable spaces of the MAF-250 shall he completed
and the form shall accompany all claims submitted for
paynent fer a sterilization pracedure.

a. In those cases where a sterilization is performed in
conjunction with another surgical procedure (e.g., cesarean
section, cyst removal) and conpliance with  Federal

regulations governing payment for the sterilization has nat
heen net, the Kentucky Medicaid Program can ¢nly nake paywent
far the non-sterilization procedure. It is necessary ta
disallow one-half of the following:  aperating room charge,
anesthesia charge, and patheclegy charges.  Hospitals which
utilize an all inclusive rate reirhursenment system shall
deduct one (1) day's charges representing Reon and Board and
A1l Inclusive Amcillary Services. These charges shall be
entered in the non-covered column of the UB-82 hilling form,
indicating nen-paynent for the actual sterilization
procedure. In the event a sterilization procedure is
perforned concurrently with a delivery and compliance of the
sterilization procedure with federal regulations is not
docunented, the disalloved compomnents will he the total
operating roer charges and all other amcillary charges
pertaining te the sterilization procedure. The delivery
service is payahle if the patient is an eligible recipient.

9. Title XIX funds can he expended far hysterectomies that are
vedically necessary only under the following conditionms:

a. The persen who secures the authorization te perform the
hysterectony has infermed the individual and her
representative, if amy, orally and inm writing, that the
hysterectomy will render her permamently incapable of
reproduction; and

b.  The individual or her representative, if any, has signed
and dated the Bysterectomy Consent Form (MAP-251, Rev.
1/79).
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10.

This Hysterectomy Consent Form (MAP-X1, Rev. 1/79) shall
acconpany all clains subnitted for payment for hysterectanies,
except in the folloving situations:

a.  The individual is already sterile at the time of the
hysterectony; or

b.  The individual requires a hysterectomy hecause of a
life-threatening emergency in which the physician
deternines that prior acknowledgement is not pessihle.

The physician shall certify in writing either the cause of
the previous sterility or that the hysterectomy was performed
under a life-threatening emergency situation in which he ar
she deternined prior acknovledgement was nat possible. The
physician shall also include a description of the nature of
the energency. This documentation shall accempany any
hysterectony procedure for which a Bysterectomy Conmsent form
(NAF-251) was not cbtained.

If the service was performed in a period of retroactive
eligihility, the physician shall certify in writing that the
in 1viduai vas previausly infermed that the procedure would
render her incapahble of reproducing, eor that ome of the
exenpt conditions vas net.

Private accommodations shall be reimhursed hy the Medicaid
Frogran only if wmedically necessary and so ordered hy the
attending physician. The physician's orders for and
description of reasons for private accommodations shall he
naintained in the recipient's medical records. Ifa private
raom is the enly room available, Fayment vill be made until
another raon hecomes available. Ifall reems em a particular
floor ¢r umit are private rooms, payment will be wade.
Documentation of these cases shall be made available to the
Progran upan request.
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11.

Fhysical therapy is am aspect of restorative care which
consists of the application of a complex and sephisticated
group of physical nodalities and therapeutic services to
relieve pain, develop or restore functions, and maintain
naxinun performance. The Medicaid Program will nake paywent
far these services (as am ancillary service) when the therapy
is actively concerned with restoration of a lost or impaired
function, Far example,‘rhysical therapy treatments in
connection with a fractured hip or back, or a (VA shall he
directed toward restoration of a lest or impaired functian
during the early phase when physical therapy cam be expected
ta be effective. After the condition has passed the acute
phase and the medical services provided in a haspital are ne
longer needed, the meed for physical therapy will not justify
cantinued hospitalization. These services can he provided
through the coutpatient department of the hespital or in an
extended care facility.

a. Physical therapy shall be prescribed and directed hy the
attending physician.

b. Physical therapy shall he provided by a licenmsed
physical therapist or a registered physiotherapist.

For purposes of general information and clarification, when a
patient is receiving supervised exercises vhile receiving
hospital care fer conditions net invelving inpairment of a
physical function, the services required to maintain hin or
her at a given level gemerally shall not comstitute physical
therapy services, and therefore, shall net qualify for
reinbursement by the Medicaid Frogran.  Gemeral supervision
af exercises which have heen taught to the patient alse shall
not qualifz for payment by the Medicaid Frogran. These
services shall constitute rebabilitative nursing care and
shall he included in the administrative cest of the facility.

These definitions apply to hoth inpatient and cutpatient
hespital care.
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The hespital administrator is required to complete an NAE- 346
and MAF-347 notifying the Medicaid Program that the facility
has these therapists an its staff. The MAE-347 shall he
retained in the hospital's file and available for review hy
the Medicaid Program staff. The MAP-346 shall he submitted
to the Medicaid Program any time the staff is changed. Mail
to: Department for Medicaid Serwrincs,Pravider Enrellnent,
275 East Main Street, Frankfort, Kentucky 40621.

NOTE: Fhysical therapy services provided off-site in
accordance with previsions of the Commission far Health
Fconomics Contral in Kentucky, are reimbursable only ta
licensed, participating rebabilitation haspitals.

12. Newborn haspital charges are billed an a separate clair from
the nother’'s (hahby's nane and NOTHER'S Medical Assistance
nusber are entered on the claim farm). These services shall
he hilled to the Medicaid Progran using Type of Bill 110
vhich represents a nenm-payment or zero pa; bill. This
applies to instate hospitals anly. A1l out-of-state
hospitals shall bill the Medicaid Progran using TCR 111
because they are reimbursed at a percent of usual and
custonary charges without year end cost adjustment.

Fffective for services provided prior te Julyl,1991, if it
is determined to he medically necessary (certified by FR0)
far the nevharn te stay after the nmother is discharged,
paynent may be made for a waximum of fourteen days after the
nother's discharge. The baby shall he eligible for the
Medicaid Progranm henefits and the service shall be hilled

under the bahy's name and Medical Assistance number. The
date of service will hegin with the date of the mather's
discharge.
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Fffective for nevhorn services pravided frow July 1, 1989
through June 30, 1991, te recipients in hospitals defined hy
the Department of Medicaid Services as disproporticonate share
hespitals shall not be limited to the fourteem (14) day
paximur until age ame (I). These services can he bhilled,
without duratiomal limits, for wedically necessary inpatient
hospital services hegimnning vith the date of the nother's
discharge. See Section VII for hilling instructionms.

Fffective for services provided on and after July 1, 1991, if
it is determined to he medically necessary for the newborn te
resain in hespital after the nmother's discharge, reinmhurse-
wment shall he provided without durational limits until the
recipient reaches age ome (1) irrespective of designation as
a disproporticnate share haspital. The haby shall he
eligible for Medicaid Program henefits and the services shall
bhe bhilled under the haby's Medical Assistance number.

Fffective for services pravided on and after July 1, 1991, by
hospitals designated by the Kentucky Medicaid Frogranm as
disproportionate share hospital, recipients-under age six (6)
are eligible for medically necessary inpatient serices
witheut  duratiomal limits, regardless of a# prior
utilization of hespital services. See Section’ VII for
billing instructianms.

Paynent camnot be wmade for hospital services whenm the bahy is
retained awaiting adoption placewment because the continued
stay is not medically necessary.

NOIE: Ifthe mother was imeligihle for Medical Assistance at
the time of the service hut the mevharn has a Medical
Assistance Identification Card, the charges for the nevbarnm
can be hilled on a UB-82 using the baby's ovo nunher. In
this type case, Form Lecator fuur (4) of the UB-82 shall
contain cade 111
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13. Gastric bypass'surgery and other similar procedures, including

14.

the jejuncileal hypass procedure and gastric stapling, are
considered possibly cosmetic pracedures and therefore are
payable only if they nmeet the following criteria:

a.  There is documentaticn that the recipient suffers from
ather conditions te an extent dangercus to his or her
health, e.g. high blead pressure, diahetes, coronary
disease, etc.

b.  There is documentation that all ather forms of weight
loss have been exhausted, with legitinate effarts on the
part af the physician and recipient, i.e. dieting,
exercise, and nedication.

c. There is documentatien that the sources of weight gain
have been identified and subsequently, treatmemt was
attenpted in accordance with the diagnesis.

d. There is documentation that prior to the surgery at
least one (1) other physician hesides the surgeon has
been cansulted and has approved of the surgical
procedure as a last resort of treatwent.

e. The recipient is at least 100 pounds over the paximum
veight of his or her height and weight category as
deternined hy the attending physician.

It is necessary that the abeve informatienm accompany each
claim for these procedures.

Billing for services prior to discharge may he nade anly if a
recipient has heen hospitalized for the applicable fourteen
days of Frogram coverage. At that time, hospitals cam submit
an initial billing for the first fourteen days. After the
recipient is discharged, the instate hospital can submit a
final billing showing actwal discharge date.

15. Adnissian kits.
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16. Inpatient dental services for "high risk" recipients (NIY
(these with heart disease, wmental retardatien, high bload

press

ure, etc.).

17. The Kentucky MNedicaid Frogram recognizes the following
durable appliances and supplies as covered items subject tg

audit

as to medical necessity for appliance.

Taylor Back-Rrace
Williams Back-Brace

Chair
Long
Short

Back-Brace
Leg Brace
Ieg Erace

Cervical Four-Foster Erace

Shoulder Abduction Brace

ILunbar-Sacre Corset

Colostony Care Devices or Fermanent Appliances
Ileostony Care Devices or Fermanent Appliances
Prosthetic Care Devices - Contiguous Tissue

Any B
Insul
Johist

ag ar Catheter Supply Necessary for the Day of Discharge
in Funp -
Garment

TED Steckings

18. Fer federal regulation (42 CFR 441.12), lahoratorz tests
u

which are routinely performed an admission are rein

anly

rsable
vhen specifically ordered by the attemding physician or

responsikle licensed practitioner.

19. A hospital can make arrangements or contract with ethers teo
furnish covered inpatient items and services.

Vhere a hospital obtains laboratory ar other services
for its 1inpatiemts under a@mangements with an
independent  laberatery, the laboratery shall be
certified to weet the CONDITICONS FOR COVERAGE (F
SERVICES (F INDEPENDENT TABRORATORIES governing
participation under Title XVIDaf Public Law 89-97. In
these cases where the Medicaid Progranm nakes payment for
hespital inpatient services provided ta the recipient,
receipt of payment by the hespital far these services
(vhether it hills in its ewn right or on hehalf of these
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20.

21.

22.

23.

furnishing the services) shall relieve the recipient and
the Program of further liability.

bh.  When laboratory services are chtained for anm inpatient
of a hespital under arramgements vwith the lahoratery of
anather participating hespital, receipt of payment hy
the first hospital for the services (whether it hills inm
its own right or on hehalf of these furmishing the
services) shall relieve the Frogram and the recipient of
further liahility.

c. Fffective for services pravided onm or after September 1,
1992, any provider that bills the Medicaid Pregram for
lahoratary services shall be required to provide their

(linical lahoratory Improvement Act (CLIA) Certificate
nunker.

Speech therapy is payable whenever it is prescrihed and
directed hy the attending physician. The facility shall alse
have a licensed speech therapist on its staff. The Hospital
Adwinistrater is required te complete anm MAF 346 and NAE-347
notifying the Medicaid Program that the facility has speech
therapists on its staff. The MAP-346 form shall ‘he conpleted
and submitted to the Medicaid Progran amytime the facility
has a change in its staff. The MAP-347 shall he retained im
the hespital's files and shall he availahle fer review hy the
Medicaid Progran.

Far services provided prior te June 1, 1991, ohservation roenm

services and emergemcy room services are payahle on an
inpatient claim only when the recipient is aduitted through
the outpatient department.

Aduissions strictly for treatment of alcchel, drug and
chenical dependency do not fall within the scope of covered
Medicaid hemefits unless an emergency situation exists. Im
this event, discharge ta an appropriate treatment cenmter
shall occur upen stahilization.

Baspi tal - hased physician services (Anesthesiclagy,
Cardialagy, Pathology,  Radiclogy,  Encephalagraphy) are
reinhursable by the Department when hilled in accordance with
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Progran guidelines. Flease refer to Section V for detailed
information.

B. Nan-Cavered Inpatient Services

1. Days of stay in excess of fourteem days per adeissionm. This
dees nat apply te acute heospitals that are hilling Medicaid
for recipients with exceptionally high cests or lomg lemgths

of stay under age ome (1); and under age six (6) for
disproportionate haspitals.

2. Days of stay in excess of the nunher of days set hy FRC
(subject ta the fourteen day taotal limit).

3. IHthe recipient is "on leave" (not am impatient), thase days
when he or she is not an inpatient are NOI to be counted

tovard the fourteen day period. Fayment shall not he made
for days when the recipient is "on leave."

4.  Private duty nursing services.
5, Artificial linmbs.

6.  Persanal services that are nat medically necessary (examples:
television, guest meals, telephane).

7. Any charge reflecting a service that is not a determined
reinhursahle cest hy Title XVIIIer Title XIX.

8. Late discharge fees.

9.  Administratively nmnecessary days as determimed hy the
hespitals en hinding review with the Feer Review (rgamization
(FRQ).

10. Services not within the scope of Frogranm coverage regardless
of PRO deterninatianms.

11. Diagnestic adnissions for procedures which could he performed
an an cutpatient basis.
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12. Aduissions for elective er cosmetic procedures  are
non-payahle by the Medicaid Program. (If the attending
pbysician feels the procedure is medically necessary,
docunentation te support the wmedical mecessity shall he
submitted te the Division of Progran Services for
consideration.

13. Routine physical exams.

14. Frofessional charges for physician services that are not
hospital-based (Section V, Reinbursement).

15. Take-heome drugs and supplies.
16. (ccupational therapy.
17. (all back, stat and handling or processing fees, etc.

18. (bservation roem services and emergency roam services
covering services provided on and after Jume 1, 1991.

c. Outpatient Services

1. There are ne limitations on the numher of hespital cutpatient
visits or services available to Frogram recipients.

The hospital outpatient services which can he cevered are as
follovs:

a. Diagnostic services as ardered by a physician
b.  Therapeutic services as ordered by a physician

c. [Fmergency roem services in emergemcy situatioms as
deternined hy a physician. The recipient shall have
cantact with the physician.
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d. C(limnic visits, wvhich are preovided in an cutpatient
department owned and cperated by the hospital, may he
considered for paywent. The climic visit charge shall
he hilled separately and shall net include anmcillary
charges, hload tests, X-rays, etc.; therefere, anmy
clinic visit charge shall be considerably less than an
emergency raom charge.

e. Minor surgical and radiclegical pracedures.

f.  Hespital-based  physician  services (Anesthesiolagy,
Cardiology, Encephalography, Radiclogy, Patholaogy,
Fnergency Roem physician) are reimbursable as defined im
Section V, Reimbursement.

2. Sterilizatien precedures are payahle as an cutpatienmt service
according to Federal Regulatioms cited in IV.A. - Impatient
Services.

3. Induced ahortions, induced miscarriages, or induced prenmature
births are covered as am cutpatienmt service according te the
regulations cited in IV.A. - Inpatient Services.

4, The following hiclogical and bleed constituents are
exceptions to item I.3. and are FAYABIF in the cutpatient
department for services provided prior te July 1, 1990.

a. FRbhe (D) Immune Glohulin (Human)

b.  Anti-hemophilic Facter (AHF)

c. Rahies drug treatment

d. Chemotherapy for any hleood or chemical dyscrasia (e.g.
cancer, hemophilia)

e. Medications associated with remal dialysis treatments

f. DBase IVscluticns (without drug additives)

g. Tetanus toxaid

bh.  Cortison injections

Beginning with services pravided an or after July 1, 1990,
reinhursement is availahle for drugs admimistered im the
cutcatient departwent.  Reinmbursement is not available for
take-home drugs or drugs which have been deemed
less-than-effective by the Food and Drug Administration (FDA).
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5. The hospital outpatient services listed previously shall he
reasopahble and mecessary and related to the diagnesis and
prescribed by, or in the case of emergemcy roam services,
deternined to he medically necessary by a duly-1licensed
pbysician, or when applicable, a duly-licensed dentist, for
the care and treatwent indicated in the management of
illness, injury, impairment or matermity care, or for the
purpose of determining the existence of an illmess or
condition in a recipient. Moreaver, the services shall he
furnished by or under the supervision of a duly-licensed
physician, or when applicable, a duly-licensed dentist.

6. A hospital may make arrangements ar contract with others to
furnish covered outpatient items and services.

a.  Where a hospital cohtains laberatery or other services
for its outpatients under arrangements with an
independent  lahoratory, the lahoratery shall he
certified te meet the CONDITIONS FOF COVERAGE (F
SERVICES (F INDEFENDENT IABCRATORIES gaverning
participation under Title XVIII of Fublic Law §9-97. In
these cases where the Medicaid Program wakes payment for
hospital outpatient services provided te the recipient,
receipt of payment hy the hospital for these services
(vhether it hills in its own right or on hehalf of these
furnishing the services) shall relieve the recipient and
the Frogran of further liability.

b.  When laheratery services are chtained for am outpatient
of a hespital under arramgements with the laheratory of
another participating hospital, receipt of payment hy
the first hospital for the services (whether it hills i
its own right or on hehalf of those furnishing the
services) shall relieve the Frograw and the recipient of
further liahility.

C. Fffective far services provided on or-after September 1,
1992, any praovider that hills the Medicaid Progran for
laheratery services shall he required to provide their
(linical laberatory Improvememt Act (CLIA) Certificate
nunber,
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7. Physical therapy is covered on an outpatient hasis according
to the regulations cited for inpatient services - Sectionm IV,
iten #11.

8. Speech therapy is payahle whenever it is deemed as a
necessity hy the physician. Refer te regulations cited for
inpatient services - Sectian IV, Iten #20.

9. (utpatient dental services for "high risk" recipients (NLY
(those with heart disease, mental retardatiom, high hleed
pressure, etc.).

10. (bservation roon and helding beds.
D.  Non-Covered (Qutpatient Services

The following cutpatient services shall he EXCIULFD from Frogramw
coverage:

1.

Itens and services which are net reasomahble and necessary and
related te the diagnesis or treatment of illmess or injury,
inpairment or nmaternmity care.

Services for which the recipient has no ohligatior te pay and
for which no other person has a legal obligation te pay.

Drugs, biologicals and injectables purchased hy or dispensed
to a recipient for services Erovided prier to July 1, 1990,
are not reimbhursable by the Medicaid Program with the
exception of those noted in (.4. (NCTE:  These items may he
provided under the pharmacy portion of the Nedicaid Program,
in a;cordance with the Medical Assistance (utpatient Irugs
List.

Routine physical exanminationms.
(harges less than §1.00.

Call back, stat and handling or processing fees.
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1. Flective or cosmetic procedures are nem-payahble hy the
Medicaid Program. If the attending physician deterzines the
procedure is wedically necessary, documentation to support
the wedical necessity shall he submitted to the Division of
Program Services for comsideratian.

8.  Take howme drugs and supplies.

9.  Occupatienal therapy.
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V. REIMB
A.

URSEMENT
Reasonabhle Caost

The Medicaid Frogram shall pay for inpatient hospital services
provided to eligihle recipients through the use of rates that
are reascnable and adequate to meet the costs that must he
incurred as outlined in the (ahinet for Human Resources, Title
XIX, Inpatient Hospital FReinmbursement Manual. Fer amy
reinbursement issve or area not specified in the manval, the
Medicaid Progran shall apply the Medicare standards and
principles described in 42 (FR Sections 405.402 through
405.488 (excluding the Medicare inpatient routine nursinmg
salary differential).

Title XIX inpatient clains shall he paid at the per diem rate
in effect on the first Medicaid covered day of adwissian.

Inpatient Rate

Fach hospital shall he paid using a prospective payment rate
based on on allowable Medicaid costs and Medicaid impatient
days.  The prospective rate shall he all-inclusive in that
both routine and ancillary costs shall he reimhursed throuEh
the rate. Hospitals may request an adjustment te the
praspective rate with the submittal of  supporting
dacunentation. The established appeal pracedure allews a
representative of the hospital group to participate as a
wenber of the rate review panel.

(utpatient Rate

Hospital outpatient services provided August 3, 1985, ta July
1, 1988, shall hbe reimbursed at the rate of seventy (70%)
percent of usval and customary charges. For services provided
frow July 1, 1988 through June 30, 1990, reimbursement for
cutpatient services shall bhe at sixty-five percent (65%) of
the usual and custemary charges. Laboratary pracedures shall
he paid in accordance with policy listed helow. Charges or
cast shall not he tramsferred hetveen the inpatient and
autpatient services units.
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For outpatient services provided on and after July 1, 1990,
reinhursement shall continue at sixty five (65%) percent of
covered  charges with limitations on reinhursement for
laharatery services. The Departwent shall, however, cast
settle to the lower of cast or charges at the year end for
Kentucky hespitals.

Fffective far services pravided on and after June 1, 1991, all
outpatient services pravided prior to the actual time of
aduission shall he subnitted on a separate claim and shall not
he conhined and hilled as an inpatient service.

I. Qutpatient Iaheratery Rates

For services pravided te Medicaid recipients or and after
(ctoher 1, 1984, the Deficit Reduction Act of 1984 requires
hospital cutpatient and nompatient lahoratery services to he
paid in accordance vwith a fee schedule. Where a tissue
sanple, blecd sample, or specimen is takenm by persannel nat
enployed by the hospital but the sample specimen is sent to
the hospital for tests, the tests are not outpatient services
since the patient does not directly receive services from the
hespi tal. These are mempatient lahoratery services.  There
will be a separate fee schedule for outpatient laharatery
services and a separate fee schedule for mompatient laboratary
services, All outpatient and non-patient laboratory
procedures shall be coded using the Current Pracedurai
Terninology Fourth Edition (CPI-4).

All outpatient and nonpatient laheratery procedures eother than
these excluded by Medicare are subject ta the fee schedule
limitations. Fayment shall be the lawer of uswal and
custanary charges er the maximum on the fee schedule. The fee
schedule, developed by the Medicare carriers, is established
en a carrier vide hasis, not to exceed a statevide hasis.

Separate charges made by hespital laberateries for draving er
collecting specimens are allovahle up to $3.00, whether ornat
the specimens are referred to hospitals or laboratories for
testing. This is payable to the hospital only when its staff
extracts the specinen from the recipient. (nly anme collection
fee is alloved for each patient encounter regardless of the
nunber of samples drawn. A specimen callectien fee will he
allewed (MY in the following circunstances:
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1. Fracedure Cade PI600 or 36415

Irawing a blead sample through venipuncture (Exanple:
inserting a needle with syringe or vacutainer inte a vein
ta draw the specimen). A specimen collection fee will
nat he alloved for bload samples drawn from a capillary.

2.  Fracedure Code P5367
Collecting a urine sample hy catheterization.

Neither deductihle nor coinsurance will apply te either
cutpatient or nompatient laboratory services paid under the
fee schedule by Medicare. Fayment in accordance with the fee
schedule is payment in full.

The CFI-4 hooks may he ordered from the following address:

Order Department, (F( 54192
Anerican MNedical Association
F.0. Box 10950

Chicaga, IL 60610

Youmay place your order hy calling 1-800-621-8335.  Your
checks are to he payable to the American Medical Association.

Hospital-Based Fhysicians

Reinbursement  for services provided by hospital-based
physicians (vhere applicakle to the provisions ef the Medicaid
Frogran) shall he in accordance with the FRINCIFIES (F
REINBURSENENT FCR SERVICES BY HOSFITAL-BASED PHYSICIANS, HINM-6
under Title XVIII of Fublic Law 89-97.

The reascnahble cest for all professiomal services provided to
the MNedicaid Frogram recipients hy residents and interns under
professignally approved training programs is am item of
reinhursable cost to the hespital. These services, therefare,
cannot he hilled separately to the Medicaid Frogram.
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F. Professional (onponent of Bespital-Based Physicians

L

A physician is considered a heospital-hased physician when
he or she enters into a centractual arrangement with the
hospital te provide a service for patients. The cost of
salary or contract shall he recognized as a reimhursahle
cost by Title XVIIT before it can he reimbursed hy the
Nedicaid Frogram. The Medicaid Progran applies the sane
definition to hespital-hased physicians as does the Title
XVIII Progran as found in its FRINCIPIES (F REIMBURSENENT
FOR SERVICES BY BOSFITAL-BASED FRYSICIANS (EIN-6).

The Medicaid Program shall require that haspitals wha
bill the Program for services provided to their
recipients hy amy or all of the bospital-based physicians
maintain their records of the Medicaid Program payment on
behalf of those physicians in a manner that the Program
can cohtain from hospital records exact infornatian
regarding amounts paid hy the Medicaid Program on hebalf
of each physician.

The Medicaid Frogram shall make payment to the hespital
for services of these physicians (for whonm the hospital
is hilling the Medicaid Program) for professiomal patient
care provided during and after the FProgram's cavered
hespital bemefit days, This is the ONIY charge covered
by the FProgram during days NCI payable by the Medicaid
Progranm,

Unly the fallowing categeries of practice (excluding
emergency roem physicians) are considered a reinhursahble
cost imn which the professional cowpanent shall he
reinbursed at 100% for services provided prior to July 1,
1988. Fffective for services provided on and after July
I, 1988, reinbursement for cutpatient prafessiona
conponent charges (excluding emergency room physicians),
shall he at 65% of usuval and customary charges. The
waxiouw payment for emergency raom physician services
provided prior to July 1, 1990 is $35.00. Fffective for
services provided on and after July 1, 1990, the maximun
payment of $35.00 vas removed and reinhursement shall he
at sixty-five (65%) percent of the uswal and customary
charge.
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Anesthesiology

Cardiolagy

Fathel agy

Radialegy

Fncephalography

Fwergency Roow Physicians (ocutpatient anly)

These physicians shall meet all of the following criteria:

Shall be salaried or in contractual arrangements
vith the hespital

Shall he recogmizahle Title XVII cests

Shall be licensed physicians in their states of
practice

Reinbursement for professional patienmt care services
provided by those hospital-based physicians in the
categories listed in Section V.E.4. te Progranm
recipients shall be made to the haspital inm
accardance with the rates of payment for
professional patient care services estahlished
between the physician and the hespital in their
mutual  comtractual  arrangement. The Medicaid
Frogran shall allew 100% of the professiomal charges
far cost purposes an inmpatient services; however,
the Medicaid Frogram payment coverimg these services
shall be included in the hespital's prospective rate
of reinhursement. (utpatient professional services
shall he reimhursed by the Medicaid Frogram at an
interinm rate of 65% of usuval and customary charges
vith year end cost settlement te the lewer of cost
or charges. These physicians SHALL NCT hill the
Medicaid Program fer these services under any ather
Frogran element.
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The hospital adwinistrator signs an MAP-346 listing the
hospital-hased physicians and their licemse pumhers. The
physician then signs an MAP-347 authorizing payment to
the hospital for his or her services outlined in the
contract.  The actual contracts shall he available for
review by the Medicaid Progran. The administrators
naintain responsibility for keeping the list of hospital-
based physicians vpdated and the MAP-347 shall he
retained in the bospital's files. The MAP-346 shall he
submitted to the Medicaid Progran. prior te hillinmg for
the service.

The charge for am emergency roem physician is not a
recognizable charge on the inpatient billing form. If
the recipient is admitted, the charge for an emergency
reom physician visit shall be submitted on a separate
(B-82 hilling forn as an outpatient service.

a. The haspital shall hill only for these services
Frovided to recipients actvally seen and treated hy
a hospital-hased physician. Records shall he
audited and the hespital shall he reimhursed only
for services performed hy these physicians shown on
Program records.

b.  Periodically staff of the Medicaid Program shall
survey hospitals for professional compoment billings.
If the Medicaid Program has heen billed and has paid
for a physician service and if the recipient was not
seen directly hy the physician, a total refund shall
he requested.

6. Bespital Conpanent

L

The Medicaid Program shall reinburse the hospital at anm
approved prospective rate for days and services covered
by the Program. The hospital shall bill the recipient
ONLY for services and days NOT payable by the Medicaid
Progran. All womies paid except patient payments for
non-covered items, hy sources ather than the Medicaid
Frogram shall be entered in the space provided on the
UB-82.  Any amounts reported in excess of the momcavered
services or days shall serve te reduce the Medicaid
Progran payment.
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2. It shall he the hespital's respomsibility te ohtain
pernission for release of information from the recipient
upen admissien to the haspital. This release of
information will enable an autheorized representative of
the Departwent for Medicaid Services to have access to
the recipient's medical record, if necessary.

Faynent Fram Recipient

The Medicaid FProgran requires all hospitals that participate
in the Program ta report ALl payments eor deposits wade toward
a recipient's account, regardless of the scurce of payment.
In the event that the hespital receives payment from am
eligihle Medicaid Program recipient for a covered service, the
Medicaid Progran regulations preclude payment heing made hy
the Progran for that service unless documentatien is received
that the payment has been refunded. This palicy dees nat
apply tc payments made hy recipients for spend-devn or
non-cavered services.

All items or services considered hy the Medicaid Program te he
nen-covered which vere provided to Medicaid recipients durimg
any period of a covered service can he hilled to the recipient
or any other responsible party. The amounts covering these
items shall not he listed on the UB-82 as an amount received
fron other sources.

Equal Charge

The charge made to shall he the same charge made for
corparahle services provided te amy party er payor.

Duplication of FPayment

A caovered service shall be reinmhursed only ane time. Any
duplication of payment by the Medicaid Program whether due te
erroneous billing or payment syster faults, shall he refunded
to the Medicaid FProgran. The address is listed in Section
VI-A, Item #E.

Failure te refund a duplicate or imapprepriate paywent shall
he interpreted as fraud and ahuse, and prosecuted as such.
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K. Baspice Benefits

If a recipient is receiving benefits under the Kemtucky
Medicaid Haspice Frogram, payment for hespital services
(inpatient or outpatient) related to the recipient's terminal
illness shall he hilled hy the hespice agency. If the
inpatient or outpatient service is N(T related to the terminal
illness, the hospice agency shall submit to the hospital an
(ther Hospitalization Statement (farm MAP-383) and the
hus¥ital shall hill the Medicaid Program for these services
utilizing the UB-82 billing form and and attaching a copy of
the MNAP-383. Without the MAF-383 attached, these services
shall he rejected hy the Medicaid Pragran.

L. Days

L. For Medicaid purpeses, a day is considered in relation to
the nidnight census.

2.  Medicaid shall pay the date of adnission hut shall net
pay the date of discharge (death); hevever, all covered
ancillary charges incurred on the date of discharge
(death) shall he he Nedicaid allovwahle cavered charges.

3. Recipients or others shall net he hilled for the date of
discharge (death).

M. Reinhursement to Qut-of-State Facilities

1. Inpatient Services

Fffective for services provided en or after July 1, 1988,
to June 30, 1990, reinbursement for cut-of-state hospital
inpatient services shall he seventy-five percent (75%) of
usual and customary charges. Inpatient professional
conponent services shall be reimbursed at ame hundred
percent (100%) of wswval and custonary charges.
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Effective for services provided en or after July 1, 1990,
reimbursement fer out-of-state hospital inpatient services
shall he the lover of seventy-five percent (75%) of usual
and customary charges or the maximum in accordance with
the per dier amount for a Kentucky hospital of comparahle
hed size plus 100% of professienal conmpenent charges.

Fffective far services provided February 1, 1991, all
inpatient professional compement services shall he
reinbursed at seventy-five percent (75%) of the usval and
custonary charges.

2. Disproporticnate Share Bospital Inpatienmt Services

Fffective faor services provided July 1, 1989 to June 30,
1990, inpatient services provided to recipients under age
gne (1) in these hespitals designated hy Kentucky
Medicaid as disproportionate share hospitals shall he
reinbursed at eighty-five percent (85%) of cavered
charges plus 100% of usval and customary professional
cenponent charges.

Effective July 1, 1990, inpatient services provided to
recipients under age one (1), for days of stay which for
newhorns are after thirty (30) days heyond the date of
discharge for the mother of the child and for all other
infants are thirty (30) days fron the date of admission,
in those hospitals designated by Kentucky Medicaid as
disproportionate share heospitals shall he reimbursed at
eight-five percent (85%) of the usual amd custonary
actual hilled charged up tce one hundred ten percent
(110%) of the per diem wpper limit for the in-state peer
graup for conparably sized hospitals plus one hundred
percent (100%) of professional compoment charges.
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Effective for services provided on or after July 1, 1991,
far out-of-state disproportionate share hospitals, an
add-on fee equal te $1.00 as an addition to a haespital
payment rate computed using appropriate upper limits
(i.e., tnte in-state medianm cest per diem for the
appropriate peer graup); and for cut-of-state hospitals
vith Medicaid utilization in excess of ene (1) standard
deviation above the mean Medicaid inpatient wtilization
rate for hospitals receiving Medicaid payments in the
state, a further paynment adjustment which is equal to ten
(10) cents for each ane (1) percent of Medicaid
utilization in the haspital which is in excess of
utilization at the one (1) standard deviation level.
This add-on amount shall be applicable te all recipients,
net just recipients under age six (€) in disproportionate
share hospitals and shall hegin an the first day of the
hospital stay and not on the thirty-first 31st day like
other dispropertionate share claius.

Effective February 1, 1991, all inppatient professional
conponent services shall he reinbursed at seventy-five
percent (75%) of the uwsval and custemary charge.

(utpatient Services

Fffective July 1, 1988, hospital outpatient services are
reinbursed at sixty-five percent (65%) of usual and
customary  charges.  Hespital outpatient professional
conponent services shall he reimbursed at sixty-five
percent (65%) of wusval and customary charge.
Professional  conponent  charges for ememqency roorn
physician services pravided prior to July 1, 1990 are
limited to a maximum payment of $35.00. Effective for
services provided on or after July 1, 1990, the wmaximum
of $35.00 vas removed and emergency room physician
services shall he reimbursed at sixty-five percemt (65%)
of the usval and customary charge.

Reinbursement for outpatient and nonpatient laheratery
pracedures will he inm accordance with the latest
availahle Title XVIII (Medicare) fee schedule.
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VI.

REIMBURSEMENT IN RFIATION T0 MEDICARE

A

Deductible and Coinsurance for Heospital Services

1.

The Medicaid Frogram recipients who are alsc eligible for
inpatient-outpatient hespital or physician henefits under
Title XVIII-Parts A and B (Bospital Insurance-and Supplementary
Medical Imsurance) shall he required to utilize their hemefits
under Title XVIII  prier to the awailability of
inpatient-gutpatient hospital and physician henmefits under the
Medicaid Progranm.

The Medicaid Program shall wmake payments on hehalf of these
Title XIX recipients who are also entitled to benefits under
Title XVIII-Fart A of Fublic Law 89-97. The Medicaid Frogram
shall pay the in-hospital deductihle, bloaod deductible, or
coinsurance amounts as determined by Medicare. The coinsurance
amount for the 61st - 90th day is 1/4 of the applicable
deductihble amcount, and for the 91st-150thIlife Time Reserve
Days it is 1/2 the applicable deductihle amount.

Secticn 301 of the Medicare (atastrophic Coverage Act of 1988
(MCCA) requires states to provide Medicaid ceverage te certain
Medicare beneficiaries in order to pay Medicare cost-sharing
expenses (premium, deductible and coinsurance amaunts).
Individuals whe are entitled to Medicare Part A and who de net
exceed federally-established income and rescurces standards
shall he knewn as Qualified Medicare Bemeficiaries (QMB's).

The Technical and Miscellaneaus Revenue Act of 1988 (TANKA)
further provides that some individuals will have dual
eligihility for (MB henefits and regular Medicaid benefits.

When reqyestiné fayment for deductible or coinsurance days due
under Title XVIII-Fart A for inmpatient services provided to
Progranm recipients, the Medicare Check Remittance Advice or
Medicare FOME shall he attached to the UR-82.

.
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2. The Medicaid Program shall make payment of the impatient
deductible' or coinsurance for those days the recipient is
Medicaid or (MB eligible. Whether the Medicaid Program makes
paynent at the hospital's Title XIX prospective rate, or
payment of deductible and coinsurance, or a conhination of the
two, shall depend upon the extent of the recipient's unused
Title XVIII-Part A hemefits. Computation and payment of the
deductible or coinsurance shall he wade hy the Medicaid

Frogran in accordance with the wsual Program canmputation
pracedures.

If the recipient has utilized his or her 90 benefit days and
his or her 60 day "lifetime reserve" under Title XVIII- Part
A, hut has not hegun a new spell of illness as defined under
Title XVIIIwhen readnission heconmes necessary, the Medicaid
Frogran shall nmake payment at the hospital's Title XIX
prospective rate for wp to 14 days, if FRQ certification is
chtained.

If the recipient chooses not to utilize their Life Reserve ~—
Days under Title XVIII-Part A, the Medicaid Program shall nat

nake payment as all Medicare hemefits vere not exhausted.
Payment for services shall them remain the recipient's
responsibility.

3. The Medicaid Program shall make payment of the recipient's
blood deductible. There is no maximum om the amount per umit;
however, Title XIX reimbursement is limited to three (3)
units.  Medicare, Title XVIII, shall he respomsible for all
remaining units used.

4. The Medicaid Program shall pay Part B deductihle and
ceinsurance far hospital services (including the hleead
deductihle) for recipients, im accardance with the Medicaid
Frogram henefits, pelicies and procedures.
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MTE: As a result of the Medicare (atastreophic Coverage Act of
1988 (MCCA), effective Fehruary 1, 1989, the Medicaid Program
shall praovide reiwmbursement for all Medicare deductible and
coinsurance amounts for these individuals vwho are cemcurrently
Medicare heneficiaries and Medicaid recipients. Reimhursahle
services shall he limited to coinsurance and deductibles for
all Medicare (Parts A and B) covered services ar itens
regardless of whether the services or items are caovered hy
Kentucky Medicaid.

B.  Physician Services hy HBospital-Based Physicians
Inder the Medicaid Program, haspital-hased physicians are defined in
the same wamner as in FRINCIFIES OF REIMEURSEMENT FCR SERVICES BY
ROSFITAL-BASFD FRYSICIANS (HINM-6).

The Medicaid FPregram shall pay Part B deductible and coinsurance
for professional compoment in accordance with FProgram policies,
pracedures and benefits.

¢.  Primary Liability

When a recipient is receiving henefits from Title XVIII and Title
XIX, Title XVIII accepts primary liahility for all paywent saught.
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VI-A. REINEURSENENT IN REIATION 1C CTIBER TEIRD FPARTY COVEBAGE (EXCIUDING
NELTICARF)

A General

To expedite the Medicaid claims processing payment function, the
provider of Medicaid services shall actively participate in the
identification of third party resources for payment on hehalf of
the recipient. At the time the %roviders ohtain Medicaid hillin
infornation from the recipient, they shall determime if additiona
resources exist. Froviders have an chligation te investigate and
to report the existemce of other insurance or liahility hy
covpleting the TPI lead Forn and forvarding it te:

EDS

P.(. Box 2009
Frapkfort, KY 40602
Attention: TPI Unmit

The provider's cooperation will enable the Kentucky Medicaid

Progran to function more efficiently. Medicaid is the payor of
last resaort,

B. Identification of Third Party Rescurces

Pursuant to KRS 205.662, prior ta billing the Kemtucky Medicaid
Program, all participating providers shall subrit billings for
medical services to a third party when the provider has prior
knovledge that the party may he liable for payment of the services.

In order to identify these recipients wha may he cavered through a
variety of health insurance resources, the provider shall inquire
if the recipient meets any of the follewing conditions: 1Is the
recipient married or working? If so, inquire about possible
health insurance through the recipient's or spouse's enployer. If
the recipient is a winor, ask about ivsurance the MQTHER, FATHER,
OR GUARLIAN may carry on the recipient. In cases of active or
retired military personnel, request infarmatianm abaut CHAMPUS
coverage and social security numbher of the palicy holder. Far
peaple over 65 or disahled, seek a MEDICARF numher. Ask if the

TRANSNITIAL 719 Fage OA.1



CABINFI ECR HUMAN RESOURCES
DFFARTVMENT FOR MEDICAID SERVICES

BROSFITAL SERVICES NANUAL

-

SECTION VI-A REIMBURSEMENT IN RELATICN TC CTHER THIRL PARTY COVERAGE
(EXCLUDING MEDICARE)

recipient has health insurance such as a MFDICARE SUFFIEMENI
palicy, CANCER, ACCIDENT, COR INDEMNITY pelicy, GROUF health or
INDIVIIUAL insurance, etc.

Exanine the recipient's MAID card for am insurance code. If a
cade indicates insurance coverage, question the recipient further
regarding the insurance.

Following is a list of the insurance codes on the MAID card:

A - Part A, Medicare anly
Fart B, Medicare only
C"- Both Parts A and B Medicare
I - Blue (ross/Blue Shield
- Blue Cross/Blue Shield/Major Medical
- Private medical insurance
- Champus
- Bealth Maintenance (rganization
- Unknown
- (ther
Absent Parent's insurance
; - Nanme
N - United Mine Vorkers
P - Black Lung
Part A, Medicare Premium Paid
! - Both Parts A and B Medicare Premium Faid

C. Private Insurance

If the recipient has third party resources, them the provider
shall qobtain paywent or rejection from the third party hefore
Medicaid can be hilled. VWhen paywment is received, the previder
shall indicate on the claim farm in the appropriate field the
amount of the third party payment and the mame and palicy
nunber(s) of health insurance covering the recipient. If the
third Earty rejected the clain, a copy of the rejection natice
shall be attached to the Medicaid clain. This rejection notice
shall ceonsist of recipient's name, date of service, termination ar
effective date of caverage, statement of henefits available (if
applicable) and signature of the insurance representative or the
letter shall he on the insurance company's letterhead.
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The insurance company remittance statement can he used to verify
coverage. It shall comsist of recipient name, dates of service,
indication of demial or that the hilled amount was applied to the
deductihle.

NOIE:  Demials from inmsurance carriers stating additienal
information is mnecessary to process claims shall not be acceptable
as verification of coverage.

Exceptions:

*If the other insurance company, including CHAMPUS, 'has nat
responded within 120 days of the date a clain is subnitted to the
insurance company, subwit with the Nedicaid claiw a copy of the
conpleted TPI Forw and indicate "NO RESFONSE IN 120DAYS™ an the
form. The Medicaid clain forn and theccnpleted TFI lead Forn
shall he submitted to:

FIS

F.(. Box 2009
Frankfort, KY 40602
Attn: TPI Unit

*Ifpract of denial far the same recipient for the same or related
services fram the insurance company is attached te the Medicaid
billing, claims processing can proceed. The demial cannat be mare
than six menths ¢ld.

*A letter from the provider indicating that X¥2 insuramce company
has heen contacted and an agent verified that the recipient was
not covered, cam also he attached to the Medicaid clain. The
letter shall include the name of the insurance campany, address,
phone nunher and the agent's nawme and telephore nunher (eor
notation indicating a voice autorated respomse system was reached)
as vell as the recipient's pame, MAID numher and dates of service
in questien, the terminatian or effective date of coverage and
statement of hemefits available (if applicahble).
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I.  Medicaid Payment for Claims Invelving a Third Party
If youhave questions regarding third party payors, please contact:

FI§

Third Party Unit
F.0. Bex 2009
Frankfort, KY 40602

(800) 756-7557
or
(502) 227-2525

(laizs meeting the requirements for the Medicaid Frogram payment
will he paid in the following wanner if a third party payment is
identified on the claim.

The amount paid hy the third party shall he applied te any
non- covered days or services and any remaining monies shall reduce
the Medicaid Frogran payment. Ifthe third party payment exceeds
the Medicaid allowed amount, the resulting Medicaid FProgram
paynwent shall he zero. Recipients cannot he hilled for amy
difference in covered charges and the Medicaid payment amount.
All providers have the cheoice in determining if this type of
service shall he billed te the Kentucky Medicaid Frogram; however,
if the Medicaid Prograw is hilled for the service, them Program
guidelines shall he followed. As a result, providers shall accept
Medicaid paynent as payment in full.

Detailed helow are sample Medicaid paynent methbodclogies far
in-state and out-of-state inpatient hospital services. These
payment formulas can be used to determine the amcunt due on amy
inpatient adwission which is greater than fourteem days with third
party invelvenment.
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EXANFIE 1- Pricing exanple for in-state hospitals using a per
dien rate:

Step 1: § 470.33

X 14
$6,584.62

Step 2: $36,592.11

Step 3:$6,584.62 Amaunt

-25,150.67

$11,441.44

-11,913.10

$ -471.66 TP

I balance.

Medicaid Per Diem Rate
Days Payable
Medicaid Maximun Fayment

Total charges for 24 day stay (entire stay)
Billed charges for covered period

TFL Balance

Amount received from other source

If this amount is negative,
Medicaid payment is reduced. If the ameunt
is pesitive, Medicaid payment is not reduced

ayahle

~ 471.66 TPI Balance

$6,112.96

Anount due from the Medicaid Progranm

EXANELF 2 - Pricing example for out-of-state hospitals using
percentage of charges:

Step 1:

Step 2:

$20,550.00
200.00
$20.350.00
X 75%

$15,262.50

$36,000.00
-20,550.00

$15,450.00

~19,000.00

$-3,550.00

Billed charges for 14 day covered periad
Non-cavered charges

Covered charges for days payable
Reinhursement rate

Medicaid wmaximun payment

Tatal charges for total stay (20 days)
Tetal charges far covered stay

Awount received from other sources

IPL Balamce. If this amount is negative,
Medicaid payment is reduced. If the amount
is positive, Medicaid paywent is not reduced
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Step 3:  $15,262.50  Medicaid maximun payment
~3,550.00 TPI halance
$11,712.50 Amount due from Medicaid if paid using
percentage as rate.

Step 4: The computed payment is compared against the maximum
rate far in-state hospitals of comparable hed size
using paywent formula for imstate hospitals. Final
Medicaid payment will he the lover of the twe fermulas

NOTE: If there is ne third party invelvement anly Step 1 is
necessary under either payment farmula.

If the claims for a recipient are payahkle hy a third party
resource vhich vas not pursued hy the previder, the claim shall he
denied.  Alomg with a third party insurance demial explamationm,
the name and address of the insurance company, the name of the
policy holder, and the policy nuwher will he indicated oan the
remittance statement. The provider shall pursue payment with this
third party rescurce hefore billing Medicaid again. Itemized
statements shall he stamped “Medicaid Assigned" when they are
forwarded te insurance companies, attorneys, recipients, etc.

E. Anounts Callected fraom Other Sources

L If subsequent te¢ hilling the Medicaid Program, a pravider
receives monies for a service which, when added to the
Medicaid Progran's and all -other payments far the service,
creates ap excess over the defired waximums then that excess
amount shall be refunded to the Medicaid Frogram up to the
total amount paid by the Medicaid Program.  Refumd checks
shall he made payahle te the "Kentucky State Treasurer" and
mailed directly ta: FQS, P.(0. Box 2009, Frankfort, KY
40602, Attn: Cash and Finance Unit.

TRANSNITIAL 710 Fage GA.G



(ARINFT FOR BUNAN RESOURCES
DEFARTVYENT FCR MEDICAID SERVICES

BOSPITAL SERVICES NANTAL
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2. When verification exists that the recipient has received
monies from a liable third party for services paid by the
Medicaid Program, the provider s%all refund the full amcunt
paid by the Medicaid Frogran and nay seek tatal charges frem
the recipient. If the recipient did nat receive enough
monies to cover the total service, the provider may rehill
the Medicaid Frograw, showing all amounts received fram
other sources.

3. As a result of the passage of recent legislation, amy time a
Medicaid recipient requests am itemized bill and the
Medicaid Progran has made payment or has heen billed for
payrent, the hospital shall release the hill. Fach page
shall he stamped indicating that the bill is for
inforvational purpeses anly. In addition, the hespital
shall canplete the TPL Lead Form and forvard it te FIS.

4. Flease refer to the reverse side of the recipient's Nedical
Assistance Identification (ard for the recipient's
assignnent of hemefits: "You are hereby notified that under
State Law, KRS 205.624, your right to third party payment
has been assigned to the Cabinet for the amount of medical
assistance paid on your hehalf."

E. Accident and Wark Related (lains

For clains hilled to the Medicaid Program that are related to am

accident or work related incident, the provider shall pursue

infornation relating to the accident. If an employer, individual
or an insurance carrier is a liahle party, but the liahility has
noet heen determined, you shall proceed with submitting your clain
to FIS if you provideany information obtained, such as the names
of attormeys, other invalved parties and or the recipient's
enpleyer.

FIS

F. €. Box 2009

Frankfart, KY 40602

Attention: TPI Unit

“
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VII. COMPLETION OF INVOICE F(RM
A. General

The UB-82 inveice shall he used te bill for services provided
in an acute care hospital to eligible Medicaid recipients.
Typing of the inveice form is stromgly urged, since an inveice
cannat be processed unless the information supplied is complete
and legihle.

The eriginal of the UB-82 shall he suhmitted to FIS as soom as
possihle after services are previded. A copy shall he retained
by the pravider.

All UB-82 invaices shall he sent ta:

FIS
P.0. Box 2045
Frankfort, RY 40602

Under Federal Regulatiom (42 CFR 447.45) effective August 23,
1979, a requirement relating te timely submission of clains
under Title XIX wvas added. Froviders shall submit clainms
within twelve (12) months of the date of service.

It is extremely inmportant that the amcillary services reported
on the UB-82 hilling form he submitted by using the correct
Revenue Codes. All approved Fevenue (odes are listed in
Appendix XIX. Incorrect hilling of amcillary services or
failure ta correct any errars may ultimately affect of the
instate provider's prospective payment rate.

If the adwission involves a paywent from a third party payor,
an itemized or summarized hill shall he attached to each UB-82
for adwissions which contain non-covered days. .

INPORTANT: The recipient's Kentucky Medical Assistance
Identification Card should he carefully checked to see that the
recipient's name appears an the card as an eligible- recipient
and that the card is valid for the peried of time in which the

TRANSNITTAT #15__ " Fage 7.1



CARINFI FOR BUMAN RESOURCES
DEFARTVYENT FOR NEDICAID SERVICES
BOSFITAL SERVICES MANUAIL

SECTION VII - COMPIFTICN CF INVOICE FORY

medical services are to he provided. Services pravided to an
ineligible person are not reinhursable.

B.  Flectromic Media (lains (ENC)

Acute care hospitals are now alloved to submit regular clains
via electronic nmedia. Providers shall continue using paper
claims for all crossover services or any claiw which requires
attachments. For detailed information regarding EMC hillinmg,
contact: KIS, F.0. Box 2009, Frankfort, Kemtucky-40602 or call
1-(800)- 756-7557 or (502) 227-2525.

C. Medicare Deductihles and Coinsurance

Billing for Medicare Part A deductible or coinsurance days,
Nedicare Fart B deductible or coinsurance and Title XIX
services shall he on separate clain forms.  Example:  If the
recipient was covered by Medicare Part A, Medicare Part B and
Medicaid, three separate clainms shall he submitted for payment
of the three types of henefits. A Medicare Explanatian of
Benefits or Remittance Advice shall he attached to FACH UE-82.

Medicaid FRQ certificatian is nat required an Medicare
deductible and coinsurance clains as certification was
determined using Medicare guidelimes. Ifall Medicare hemefits
are exhausted and Title XIX days are heing hilled, then

Medicaid PRO certification for these Medicaid days shall he
necessary.
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Fffective for clainms processed an and after Octaher 12, 1991,
the Medicare Division of Blue (ross/Blue Shield, Louisville,
Kentucky hegan tramnsmitting Medicare Part A and B clains
directly to the Medicaid Progran via tape. Ifa claim dees nat
appear on the Medicaid Renittance Statement within thirty (30)
days of the Medicare adjudication date, a paper UB-82 with the
curreironding Medicare Remittance Advice shall he submitted to
the ‘Medicaid Frogram.

Fffective for clains processed an and after September 13, 1991,
the Medicare Division of Blue Creoss/Blue Shield, Lexington,
Kentucky began transmitting Medicare Fart B claims caovering
hospital-based physicians (i.e., emergency roon physician,
anesthesiolegist, cardialogist, etc.) directly te the Nedicaid
Program.via tape. Ifa claim dees not appear on the Medicaid
Renittance Statement within thirty (30)days of the Medicare
adjudication date, a paper HCFA-1500 (Rev. 12\90) with the
corresponding Medicare Explanation ¢f Bemefits shall he
submitted ta the Kentucky Medicaid Preogram for precessing in
accordance with billing instructions contained in Section VII,
G.

Froviders utilizing a Medicare fiscal intermediary other than
these listed aheve shall continue to submit all Medicare
(ross-over clainms using paper UB-82s or H(FA-1500s vith the
corresponding Medicare Remittance Advice or F(ME tao each clainm.

D. Unassigned MNedicare/Medicaid (lains

If Medicaid is to be hilled far Medicare deductihle or co-
insurance anaunts for Medicare Part A ar Part B services
provided on and after April 1, 1990, the provider of services
shall accept assigomment. Unassigned claims shall he denied hy
Kentucky Medicaid.

The Medicaid Fraogram shall net make payment en an unassigned
claim faor services provided prior te April 1, 1990 unless the
claia vas filed vwith Medicare without knawledge by the provider
of the recipient's eligibility for Medicaid or QMB henefits.
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Theseclains can he processed as fallaws:

1. The Medicare anount paid shall be refunded te Medicare and
any payment made by the recipient shall be refunded to the
recipient

ar

2.  The hospital can submit to FDS the Explanation of Medicare
Benefits (E(MB), the UE-82, and a letter sigmed hy the
autherized representative of the hospital stating the
following:

a.  The recipient had paid the hespital only the amount
allewed by Medicare nminus amy deductible and
coinsurance amounts.  If the recipient has paid the
deductible or coinsurance' amoumts or hath, that
payment shall he refunded te the recipient prior te
billing Kentucky Medicaid.

b.  The ancunt paid hy the recipient and hy Medicaid
shall be considered payment in full.

¢.  The hospital did not have knovwledge of the
recipient's Nedicaid eligibility at the tine the
Medicare clain was filed.

BY subnitting the letter, the hespital accepts
assignment,
E. Cutpatient Services Frovided Prior to Adnission as Inmpatient

Effective for services provided on and after June 1,1991,the
Kentucky Medicaid Frogram requires that all cutpatient services
provided prior to the actual admission as an inpatient he
subnitted on a separate billing clainm fren the clain for
inpatient services.  This palicy change has created problens
involving Medicaid recipients wha have only Part B of Medicare
because this hilling procedure is nat wtilized by Medicare.
Nedicare requires all charges, hoth inpatient and cutpatient,

TRANSNITTAY
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he submitted on onme claim as an inmpatient service. As a
result, the provider and the heneficiary\recipient are left
vith charges heing denied hy hoth Medicare and Medicaid.

Inorder to eliminate this problem, the Frogran has implenented
Type of Bill 134 along with special system edits that will
identify these cases and permit them to he processed. Your
facility should utilize this Type of BTTF(IGB) when you
encounter charges (i.e., emergency room, drugs, supplies, etc.)
far services that are heing denied because Medicare considers
then to be inpatient services, the individual dees not have
Medicare Part A coverage hut is eligible for Kentucky Medicaid
benefits, Type of Bill 134 is effective for services provided
on and after Jume 1, 1991.

In additien, the facility shall enter the phrase "outpatient
charges not covered by Medicare" in Form Locatar #94 an the
[B-82 billing form when claims are submitted te the Kentucky
Medicaid Frograw fer payment. This motation will help identify
the reason the services were suhnitted withaut the usual
Medicare Remittance Advice.

. UB-82 Billing Instructioms

Following are form-lecater hy form-laocater instructions for
hilling Medicaid Services on the UB-82 hilling statememt. Qmly
instructions faor form laecaters required for FIS pracessing or
the Medicaid Frogran informatien are included. Instructions
for form lacators not used hy FDS or the Medicaid Frogranm
processing can he found in the UB-82 Training Manual. The
(B-82 Training Manual may bhe ohbtained fraon the Kenmtucky
Hospital Association, F.(. Box 24163, Louisville, Kentucky
40224, You may alsc chtain the UB-82 billing ferms from the
ahave address.

EL1 FROVIDER NAME, ADDRESS AND TELEFEQNE

Fnter the conplete name and address of the facility. The telephome
nunher, including area code, is desired.
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F.1.3 FATIENT CONTRCI NUNEER
Fnter the patient control number (wust he numeric)
assigned hy the facility. The first seven digits will
appear c¢n the Renittance Statement.

F.1.4 TYFE (F BILI

Enter the appropriate 3-digit code to indicate the type of

bhill.
Ist Digit (Type of facility) 1 = Bespital
2nd Digit (Bill (lassification 1 = Inpatient (including
Medicare Part A)
2 = Inpatient (Medicare
Fart B only)
3 = (Qutpatient
4 = Non-patient
N
3rd Digit (Frequency) 0 = Non-paynent
1 = Adnit ‘through
Discharge
2 = Interin, first clain
3 = Interim, continuing
claim
1 Interinm, final clain
NOTE: The 3rd digit for regular Medicaid outpatient services
vill always he a 1.
TOP 134 has heen established and shall he used to accomodate
services (i.e., emergency room, chservation room, etc.)
provided to recipients with anly Part B of Medicare coverage
that vere adnitted as an inpatient through the cutpatient
departnent. Flease refer to Section VII, item #F for further
instruction.
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F.1.8 MEDICAIDT FROVIDER NUMEER

Enter the assigned 8-digit KENTUCKY Medicaid provider
number.

F.L.15 ADMISSION DATE

Enter the date of actual admission to the facility i m
month, day, year numeric format.

F.L.16  ADMISSION HOUR

Enter the code for the time of admission te the facility,
BCTE INFATIENT AND QUTPATIEMNI.

((EE STRUCTURE

CODE TIME CODE TIME

AM. PM.
00 12:00 - 12:59 midnight 12 12:00 - 12:59 noan
01 01:00 - 01:59 13 01:00 - 01:59
02 02:00 - 02:59 14 02:00 - 02:59
03 03:00 - 03:59 15 03:00 - 03:59
04 04:00 - 04:59 16 04:00 - 04:59
05 05:00 - 05:59 17 05:00 - 05:59
06 06:00 - 06:59 18 06:00 ~ 06:59
07 07:00 - 07:59 19 07:00 - 07:59
08 08:00 - 08:59 20 08:00 - 08:59
09 09:00 - 09:59 21 09:00 - 09:59
10 lo:oo - 10:59 22 lo:oo - 10:59
11 11:00 ~ 11:59 23 11:00 - 11:59
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F.1.17

F.1.21

E.I. 22

TYFE (F AIMISSION (Inpatient only)

Enter the appropriate code for type of impatient
adwission.

Fnergency
Urgent
Flective
Newhorn

1
2
3
4

PATIENT STATUS (Inpatient anly)

Enter the appropriate 2 digit patient status code
indicating patient dispesition at the time of the billing
for the given period of care. Refer to the UB-§2 Training
Nanual for detailed codes and explanations.

STATENENT COVERS FERIQD

The Medicaid Frogran shall reimhurse the facility up to
the maxinun of fourteen (14) COVERED days per admission.

EXCEFTIONS:  Hospitals designated by Kemtucky Medicaid as
disproportionate share hospitals are not limited to the 14
day naxioun vwhen billing for services provided to
recipients under age six (6). In these cases, days are
unlinited, however, each calendar month of service shall
he billed on separate hilling forms.

Medicare and Medicaid crossover services are not linmited
to the 14 day maxinmum. [Enter the actual COVERED dates of
service as the FRCY and THROUCE dates.

The "FROM" date is the date of the adwissiom, if the
recipient was eligible for the Medicaid Progranm benefits
on admissien.  Ifthe recipient was nat eligihle on the
date of the admission, the "FRQM" date is the effective
date of eligihility.
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F.1.23

F.1.24

E.1.25

F.1.26

F.1.28

For fimal hills, the "THROUGH" date is the fourteenth
(14th) day, or last day of stay.

Enter hoth "FRCN" and "TERCUGE" dates in NM-DQ-YY fermat.

All regular outpatient services shall he hilled utilizing
the actual date of service. FRecurring outpatient services
(7.&., pphysical therapy, laheratery services, etc.) shall
be billed as calendar month pure clains.

COVERED DAYS (Inmpatient (nly)

Fnter the tatal numher of COVERED days from form lecater
22. Jata entered in form locator 23 nust agree with
acconmedation wnits in form lecater 52.

NONCOVERED DAYS (Impatient, (nly)

Inter the number of days of care not covered by the
Vedicaid Frogran.

(Q-INSURANCE DAYS (Medicare C(raossaver (lainms)

Enter the number of coinsurance days hilled to the
Medicaid Frogram during this hilling pericd. Attach
MNedicare documentation.

ITFFTINE RESERVE DAYS (Medicare (raossover (laims)

Enter the Lifetime Reserve days the patient has elected to
use fer this hilling periad. Attach  Nedicare
docunentation.

CCCURRENCE CCDES AND DATES
Enter the code(s) and associated date(s) defining a

significant event(s) relating te this bill. Refer to
[B-82 Training Manuval for codes and explanatiens.
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E.1.40

F.1.41

F.1.42

F.1.43

E1.44

F.1.45

FINIS (F BICQD FURNISEED

Futer the total nunber of pints of whole hlood or units of
packed red cells furpished to the recipient.

FINIS COF EICCD REFIACED

Enter the total nunber of pints of hlood or wnits of
packed red cells furnished to the recipient that have bheen
replaced by or en hehalf of the recipient.

PINTIS (F BIQQD NOT REPIACED

Enter the total number of pints of blood or units of
packed red cells that have not heen replaced hy ar on
hehalf of the recipient.

BLQ0D DEDUCTIBIF (Medicare Crossover (laims)

Enter the total numher of unreplaced pints of hload or
units of packed red cells furmished ta the recipient that
bave been replaced hy or on hehalf of the recipient.

SFECIAL FROGRAM INDICATOR

Enter the code indicating that the services included on
this bill are related to a special program. Refer ta the
UB-82 Training Manual fer detailed codes and explanations.

KENFAC FROVIDER NUMBER (KenPAC Recipients Gnly)
Enter the B-digit Kentucky Medicaid provider punber of the

recipient's KenPAC Frinary FPhysician or (limic on the
upper line in this area.
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F.L.50

F.1.51

REVENUE IESCRIFIIQN

Fnter the narrative description of the related room, board
and ancillary categories included on the hill. Enter the
appropriate (FI-4 codes for cutpatient or mom-patient
lahoratery services for Revenue Codes 30X and 31X.

NOTE:

(IAINS WITH A DATE (F SERVICE FRICR TC DECENEER 1, 1987,
REQUIRE 1985 (PI-4 (CDES

CLAINS VITH A DATE (F SERVICE ON OR AFIFR IECEMBER 1,
1987, THROULCH AFRIL 30, 1988, REQUIRF 1987 (F1-4 CODES

(IAINS WITH A DATE CF SERVICE ON OR AFTER MAY 1, 1988
THRCUGH MARCH 31, 1989, REQUIRE 1988 (PI1-4 CCIES

CIAIMS WITH A DATE COF SERVICE ON (R AFIER AFRIL 1, 1989
THROLGE NARCH 31, 1990, REQUIRE 1989 (F1-4 C(IES

CLAINS VITH A DATE OF SERVICE CON CR AFTFR APRIL 1, 1990,
THRCUGH MARCH 31, 1991, REQUIRF 1990 CF1-4 COLES.

CIAINS VITH A EATE (OF SERVICE CON CR AFTER AFRIIL 1, 1991,
TEROUGH JANUARY 14, 1992, REQUIRE 1991 CPT-4 COLES

CIAIMS WITE A DATE CF SERVICE ON CR AFIER JANUARY 15, 1992
REQUIRE 1992 (CP1-4 CODES.

REVENLE CCDES
Fnter the 3-digit cade identifying srecific accomnadation
and ancillary services. A list ¢f the Revenue cades

accepted by Kentucky Nedicaid can be found in Appendix XIX.

NOTE: Revenue code 001 shall always he the final entry inm
this colunmn.
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F. L52

F.1.33

F.1.54

F.1.57

UNITS OF SERVICE

Enter the quantitative measure of services pravided per
revenue cade to the recipient to include such itens as
nunbers of accommodation days, pints of bleed, treatuments,
etc.

TCTAL CBARGES

Enter the total charges pertaining ta the related Revenue
cades for the billing periad.

The detailed amounts, by Revenue codes, shall equal the
entry "Total Charges."

NON- COVERED  (HARGES

Enter the charges from form lecater 53 that are non-
payahle items hy Kentucky Medicaid.

*Form locaters 57-70 are divided inta 3 limes to *
*acconmodate the primary, secondary, and tertiary payers*
*Fayment information shall be indicated on the *

*corresponding line of the appropriate payer in the *
*correct form locators 57-64. Fnter the Ipsured's Name *
*in form locater 65 A, B, and (, respectively *

FAYFR IDENTIFICATIQN

Enter the name of payer orgamization from which the
provider expects payment.

All other liable payers, including Medicare, shall he
hilled first; after settlement has heen made with these
payers, meadicaid cam he hilled for any payable halance.
The Medicaid Frogram is payer of last resort and shall he
identified as Kentucky Medicaid or KY Medicaid.
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F.1.60

F.1.61

F.1.63

F.1.65

F.1.68

DEDUCTIRIEF (Medicare Crossover (lains)

Enter the amount as shawn on the Medicare FOME to he
applied to the recipient's deductible amount due. Attach
Medicare dacumentatian.

CO-INSUPANCE (Medicare (rassover (lains)

Fnter the amount as shown on the Medicare F(MB to he
applied tovard the recipient's coinsurance anmount due.
Attach MNedicare documentatian.

FRICE FAYNENTS

Fnter the amount the facility has received toward payment
of the account prior to the hilling date. Spend-daown
ameunt and third party payment shall be entered im this
area.

NOTE: Fffective for clains fram Kemtucky haspitals
RECEIVED MARCH 1, 1987, and after, do¢ nat enter the
inpatient charges heing hilled to Medicare Part B in Form
Iocator #63 of the UB-82 clain form, type of hill 111.
This does not apply to out-of-state hospitals which
participate in the Medicaid Frogran.

INSUREL'S NAME

Enter the recipient's name in last rame and first nane
sequence as it appears on his or her current Medical
Assistance Identification Card.

IDENTIFICATICN NUNRER

Foter the 10 digit MAID oumber as it appears om his or her
current Medical Assistance Identification (ard.
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FL77

F.1.7881

F.1.84

F.1.85

FRINCIFAL ITAGMNCSIS COLE

Enter the 1(D-9-CM, Vol. 1 & 2 code describing the
principal diagnesis at the time of adnission.

OTHER DIAGNOSIS CODES

Enter the ICD-9-CM, Vel. 1 & 2 diagnosis codes
corresponding to additional conditions that ce-exist at
the tinme of admission.

FRINCIFAI FROCEDURE C(ODE

Enter the ICD-9-CM (Val. 3) code that idemtifies the
principal  ohstetrical or surgical pracedure perfarmed
during the period covered hy the hill and the date onm
which-the procedure was performed.

OTHER PRCCEDURES CCDE(S) AND DATE(S)

Enter the codes identifying the procedures, other than the
principal procedure, performed during the billing period
covered by this bill and the date on which the procedures
vere perfarmed.
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F1.87

F.1.92

F.1.93

F.L.95

F.1.96

FRO/UR  INDICATOR

Fnter the indicator describing the deternination arrived
at hy the PRO/Utilizatien Review Canmnittee.

Indicator 1 = Approved as Billed

nn

2 = Autematic Appreval as Billed Based en Facus
Review
3 = Partial Appreval*

*If PRQ/UR grants partial approval for a porticn of the
recipient's hespital stay, the approved dates shall he
indicated in form locators 88 and 89. These dates shall
agree vwith the dates in form lecator 22.

ATTENDING FPRYSICIAN

Fnter the six-digit Unique Fhysician Identification Number
(UPIN) and nane of the attending physician.

(THER FEYSICIAN ID

Enter the name and license number of physician other than
attending physician,

FROVIDER REPRESENTATIVE SIGNATURE

The actual signature of the provider's authorized
representative is required. Stanmped signatures are nat
accepted.

DATE BIII SURNITTED

Enter the date in month, day, year sequence in numeric
format that the UE-82 forn was conpleted and signed.
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UB-82 BILLING INSTRUCTIONS
Disproportionate Share Hespitals Covering Services FPravided
July 1, 1989 through June 30, 1990

1. Charges for newborns shall he submitted under the mother's name
and Medical Assistance identification number (MAID#) until the
date of the mother's discharae. The mother's date of discharae
is the "Fron" date in Forn lecater 22 onthe initial claim for
the infant.

2. (nly services provided during nedically necessary admissions,
as determined by the PRO, are hillable. Qut-of-state hespitals
shall perform utilization review in accordance with standards
set by their state's Nedicaid agency.

3.  Altbough the date of discharge and the first birthday are
non-covered days, ancillary charges incurred on the date of
discharge or first hirthday are cavered.

4. (lains for these services shall be calendar menth pure, e.g.

July 1, 1989 through July 31, 1989, August 1, 1989, through
August 31, 1989,

5. All Kentucky Medicaid recigients are eligible far a maximum of
fourteen (14) days of medically necessary impatient haspital
services per admission; therefore, when a recipient im a
disproportionate share hospital reaches ageane (1) and the
CURRENT adwission is less than fourteen (14) days in length,
the balance of the admission (first birthday through the 14th
day) shall be billed on a separate UB-82 clair form which will
be reimbhursed at the hespital's regular Medicaid per dien
rate. Charges incurred on the first birthday must be included
ONY on the claim which will he reinmbursed at the haspital's
regular Kentucky Medicaid per dien rate.

6. When a recipient in a dispropertionate share hospital reaches
age ane (1) and the CURRENT admission is equal to, or greater
than, fourteen (14) days in length, the first birthday hecones
the "THRQUGH" date in Fornm Locater 22 and additional days
cannat be hilled te Medicaid for the admission.
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BIILIING EXAMFIES FCR DISFROPCRTIONATE SHARE HOSFITALS
Services Provided July 1, 1989, through June 30, 1990

A. The infant's date of birth is 08/20/88; adritted to a dis-

proporticnate share hespital on 07/06/89, discharged (9/02/89, the
billings vauld be as follows:

First Rill: DOA 07/06/89, TOB 112, Patient Status 30, Statement
Covers Period 07/06/89-07/31/89, 26 cavered days to
be paid at the disproportionate share hespital rate.

Second Rill: DOA 07/06/89, TC(B 114, Patient Status 01, Statement
Covers Period 08/01/89-08/20/89, 19 cevered days to
be paid at at the disproportionate share hospital
rate.  Enter code 42 and 09/02/89 in forn lacatoer
28, The infant's first birthday is non-covered, and
therefore considered the date of discharge for
hilling purpeses.

B. The infant's date of birth is 08/20/88; aduitted to a
disproportionate share hospital on 08/10/89, discharged 09/02/90,
and readnitted 09/29/89, the billings would he as follavs:

First Rill: DOA08/10/89, TOB 111, Patient Status 01, Statement
Covers Period 08/10/89-08/20/89, 10 covered days to
be paid at the disproportionate share hospital rate.

Second Bill:  DOA08/10/89, TCB 111,Patient Status 01, Statement
Cavers Period 08/20/89-08/24/89, 4 covered days to he
paid at the regular hespital per diem. Enter ceode 42
and 09/02/89 in forw locator 28 as the actual date of
discharge.

Third Bill: DOA 09/29/89, TOB 111, Patient Status 01, Statement
Covers Periad 09/29/89-10/13/89, 14 cavered days ta
be paid at the regular hespital per diem rate with
appropriate justification attached to indicate reason
for readnmission within 30 days of previous discharge.
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C. The infant's date of hirth is 07/05/89, the wother is discharged
frow the hospital an 07/10/89, and the infant remains hospitalized
until 12/20/89, the billings would he as follaws:

First Bill: DOA 07/05/89, TCR 110,Patient Status 01, Statement

Covers Feried 07/05/89-07/10/89,5 covered days.
This bkill is submitted under the wmother's MAID
nunher. This hill is a zerc payment hill for
in-state hospitals, All out-of-state hospitals shall
hill this service using TOB 111 hecause services are
paid at a percentage of usual and customary charges
vithout year-end cost adjustment.

Second Bill:  DOA 07/05/89, T(R 112, Fatient Status 30, Statement
Covers Feriod 07/10/89-07/31/89,22 cavered days ta
be paid at the dispropertienate share heospital rate.

Third Bill: DOA 07/05/89, T0R 113, Patient Status 30, Statement
Covers Period 08/01/89-08/31/89, 31 cavered days to
be paid at disproportionate share hospital rate.

Interin hillings shall he submitted until the infant
is discharged from the facility or until the infant's
first hirthday. Bills shall he subritted for ome
calendar month per UB-82.

Final ¢ 11: DOA 07/05/89, TCE 114, Patient Status (1, Statement
Covers Period 12/01/89-12/20/89,19 cavered days ta
be paid at dispropertionate share hespital rate.
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UB-82 Billing Imstructioms
Disproportionate Share Bospitals C(overing Services Provided
(n and After July 1, 1990

1.  Services provided Julyl, 1990 through June 30, 1991, ta recipients
under age one in hospitals designated as disproportionate share
hespitals by Kentucky Medicaid shall he reinhursed at the regular
Nedicaid rate for the first thirty (30)days of the adnission.
Beginning on the thirty-first (31st) day of the adwission, the
disproporticnate share rate hecomes effective.

2. Far nevhborns, the date of adnission is the date of the nmother's
discharge an all clains for services previded onand after the
nother's discharge. Because the rate change is enacted in relationm
to the admission date, it is critical that the adwission date bhe
correct and constant on all clains.

3. Transfers hetveen hospitals for individuals under age ome (1) shall
canstitute new admissions and the receiving hospital shall receive
its regular Kentucky Medicaid rate for the first thirty (30) days of
the admissien.

4. When Kentucky Medicaid payment for an adwission will include the
dispraporticnate rate, i.e. the admission surpasses thirty days,
separate UB-82 clain forms must he submitted te ceoincide with the
appropriate rates. Im additiom, you are reminded that these clains
shall he calendar month pure,

5. Fffective for services provided an and after July 1, 1991, hy
hespitals designated hy the Kemtucky Medicaid Pragram as
dispropertionate share hospitals, recipients under age six (6) are
eligible for nedically necessary inpatient services without
durational limits, regardless of amy prior utilization of hespital
services.

6. Fffective for services provided an and after July 1, 1991, the
Kentucky Medicaid Pregram will provide reinmbursement for wmedically
necessary inpatient services, without duratiomal linits, regardless
of any prier utilization of hospital services, for recipients under
age ove (1). Reinhursenent is available as described abave
irrespective of designation as a dispropertionate share hespital.
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BILLING EXAMPLES FOR DISPROPORTIONATE SHARE HOSPITALS
Services provided an and after July 1, 1990

A. An infant is bern in a disproportionate share hospital en July 15,

1990, the wmother is discharged on July 18 1990, and the infant is
discharged on (ctoher 13, 1990.

STATENENT TYPE (F NUMBER (F RATE (F
C(OVERS FERICD BIII DAYS REIMEURSENENT
(laim #1 07/15/90 to 07/18/90 110* 3 Zero FPay*
o o 14 Regular
Claiw #3 08/01/90 to 08/16/90 112 16 Regular
(lain #4 08/17/90 ta 08/31/90 113 15 lisproperticnate
Share
(laim #5 09/01/90 ta 09/30/90 113 30 Dispropertianate
Share
(lain #6 10/01/90 to 10/13/90 114 12 Disproportienate
Share

*Because Kentucky Medicaid does not cost settle with out-of-state
hespitals, out-of-state disproportionate share hospitals shall
continue to hill this claim as Type of Bill 111 and reinhursement
will be the lower of the two methodologies.

B. The infant is born on July 10, 1990, is admitted to a dis-
proportionate share hospital on August 2, 1990, hecones Kentucky
Medicaid eligihle on August 14, 1990, and is discharged on Septemher

10, 1990.

STATENEN]

COVERS FERI(I TYPE NUMEER FATE (F

CF PERIQD (F FIII OF DAYS  REIMBURSEMENT
Claim #1  (B/14/9 09/0/% toto 08/31/90 09/10/%0 111 189 Disproportionate Regular
Claim #2

Share
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SECTION VII - COMPLFIION CF INVOICE FORM

Field

HCFA-1500 (12/90) Billing Instructioms

The Medicare Fart B cross-over claims covering hespital-hased
physician services (i.e., erergency room physician,
anesthesiologist, cardiclogist, etc.) are transmitted to the
Kentucky Medicaid Frogram hy Blue Creoss/Blue Shield, Lexingtom,
Kentucky via tape. If a claim, covering the Fart B deductible or
coipsurance amount, does not appear an the Medicaid Renmittamce
Statement within thirty (30) days of the Medicare adjudication date,
a paper HCFA-1500 (Rev. 12/90) with the corresponding Explanation of
Benefits shall he submitted to Kentucky Medicaid utilizing the
billing instructions listed helow.

Nate: (nly those fields required for hilling Kentucky Medicaid are
conpleted.  Specific hilling requirements are indicated within the
clair form field description.

Jescription

1

1A

INSURANCF IDENTIFICATION INDICATCR

Check the "Medicare" and "Medicaid" blocks when billing a clain
to Medicare requesting Medicare to send the clainm to Nedicaid
for processing coinsurance and deductible amounts.

INSURED'S I.D. NUMBER

Required only if hilling Kentucky Medicaid for ceinsurance and
deductible (Medicare\Medicaid crassover clainms). Enter the
recipient's Medicare identification number.

FATIENT'S NAME (LAST NAME, FIRST NAME, MIDDLE INITIAL)

Enter the recipient's last name, first name, middle initial
exactly as it appears on the Medical Assistance Identificationm
(MAIL) Card.
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9A

10

11

11C

17

17a

19

OTHER INSURED'S POLICY OR GROUP NUMEER

Enter the recipient's ten-digit Medical Assistance

Identification Numher (MAID) exactly as it appears on the
recipient's MAID card.

FATIENT'S CONDITION

Required if recipient's condition is related to enplayment,
auta accident, or other accident. (heck the appropriate "yes"

block if recipient's condition relates to ome of the ahove;
atherwise, leave blank.

INSURED'S POLICY GRCUF OR FECA NUNMBER

Required if recipient has another insuramce other thar Nedicaid
or Medicare and the other insurance has made a payment on the
clain. Enter the policy number of the other insurance.

INSURANCE FIAN NAME (R FROGRAM NAME

Required if recipient has ancther insurance other than Nedicaid
or Medicare and the other insurance has made a payment on the
clain. Enter the name of the other insurance cempany.

NAME OF REFFERRING FHYSICIAN OF OTEER SOURCE

Complete if recipient was referred from another provider ta the
hilling provider for comsultation procedures. Fnter the name
of the referring provider, if applicable.

I.D. NUMBER OF REFERRING FHYSICIAN

Enter the six-digit Umique Fhysician Idemtification Number
(UPIN) of the referring physician, if applicahle.

RESERVED FOR LOCAL USE

Required for KenPac and Lack-In recipients who are referred for
treatment. Foter the eight-digit Medicaid provider pumher of
referring KenFac or Lock-In provider.
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21

24A

248

24D

24F

24F

26

DIAGNOSIS GR NATURE QOF IIINESS OR INJURY

Foter the appropriate ICD-9-(CM diagnesis code as the diagnesis
cade appears in the ICD-9-CM Internatiomal (lassification of
Disease Book. You may enter up ta three diagnesis cades.

DATE(S) OF SERVICE

Enter the date(s) the service vas provided in month, day, year
sequence and in numeric format; for example 03/02/92.

FIACE (F SERVICES

Enter the appropriate two-digit place of service code vhich
identifies the location vwhere the service was provided to the
recipient, The cerrect code for inpatient hospital services is
21 and outpatient hespital services is 22.

PROCEDURES, SERVICES, OR SUPPLIES
CPT/HCPCS

Fnter the apprepriate procedure code identifying the service or
supply provided te the recipient.

DIAGNOSIS CCIE

Enter "1", “2", "3" referencing the diagmesis far which the
recipient is being treated as indicated in field 21.

CEARGES

Enter the usual and customary charge for the service heing
previded to the recipient.

FATIENT'S ACCOUNT NQ.
Fnter the patient account wunher, if desired. EDS will key up

te seven (7) alpha/numeric characters. This nunmher appears anm
the Medicaid remittance statement as the inveice number.
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28

29

30

31

33

TCTAL  (BARGE

Fnter the total of all individual charges entered in column
24F. Total each clain separately.

ANCTNT FAID

Enter the amount paid, if amy, by a private insurance. D0 N(1T
ENTER NEDICARE PAID ANQUNT.

BALANCE IUE

REQUIRED CONLY IF A PRIVATE INSURANCF NADE FAYMENT ON TEHF
CLIAIM.  Subtract the private insurance payment entered in field
29 from the total charge entered in field 28, and enter the met
halance due in field 3(.

SIGNATURE CF PRYSICIAN CF SUPPIIER INCIUDING DEGKEES (R
(REDENTIALS

A handwritten signature is required. A delegated signature
such as an authorized representative of the provider is
acceptable. Stanped signatures, however, are mot acceptahle.

LATE

Enter the date inm a month, day, year sequence and in numeric
format. 'This date must he on or after the date(s) of service
hilled an the clain. For example, enter the date as 04/18/92.

PHYSICIAN’S SUPPLIERS BILLING NAME, ADDRESS, ZIP CODE, AND
PEONE NUNEER

Enter the provider's name, address, zip code and telephone
nunber.

PIN#

Enter the eight-digit individual Kentucky Medicaid hespital
provider numher.
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VIIL.

REMITIANCE  STATENEN]

A

General

The EDS Remittance Statement furmishes the provider with an
explanation of the status of those claims FDS processed. The
Remittance Statement accompanies the payment check and is
divided into six sections.

The first section provides am accounting ¢f those clains which
are being paid by the Medicaid Frogram with the accompanying
payment check.

The second section provides a list of claims which have been
rejected (denied) im total with the corresponding Explanation
of Benefit (ECE) cade.

The third section provides a list of clains EIS received which
did not complete processing as of the date indicated on the
Renittance Statement.

The fourth section provides a list of claims received by KIS
that could naot be processed as the result of incomplete clain
infermation. These clains have heen returned to the provider
alang with a cover letter that explains the reasons for the
return.

The fifth section. includes the summation of claims payment
activity as of the date indicated on the Remittance Statement
and the year-to-date clains payment activities.

The sixth section provides a list of the E(B codes vhich
appeared ¢n the dated HRemittance Statement with the
correspending written explanation of each F(B code.

(lains appearing in any section of the Remittance Statement
will he in alphahetical order according te the patient's last
name.
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SECTION VIII- REMITIANCE STATEMENT

k. Medicare leductibles and Coinsurance

The explanation of payment for any MEDICARE deductibles anm
coinsurance will appear em a separate page from regula
Medicaid claims and in a slightly differemt format. Th
provider shall bill the Medicare program for amy Medicar
covered services provided to recipients aver 65 and othe
eligible persans (the disabled and the hlind). The Medicar
Progran does mnot cover the patient's deductible and ceinmsuranc
anounts hut the the Medicaid Frogram will nmake payment of thes
amounts for Medicaid eligihle recipients.

¢. Section I - (Claims Paid
Exanples of the first section of the Remittance Statement ar

shown in Appendix XVI. This section lists all of these claim
for which payment is heing made for inpatient and cutpatien

services.  (n the pages inmmediately following are item-hy-ite
explanations of each individual entry appearing in this sectio
of the Remittance Statement. ~

EXPLANATION OF RENMITIANCE STATEMENT FOR BOSPITAL SERVICES

ITEM

INVOICE NUMEER The preprinted inveice number (or patient account number)
appearing on each claim form is printed in this celumn fq
the provider's reference.

RECIFIENT NAME The name of the recipient as it appears on the Department'

file of eligihle Medicaid recipients.

RECIFIENT NUMBER The Medical Assistance I.D. Number of the recipient as
shown on the clain form submitted by the previder.

INTERNAL CONTRCL The internal control mumher (ICN) assigned to the clai

M. for identification purpeses by FIS. The ICN conmsists of
13 digits and five different identifying compoments. A
detailed example fallows.
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98 - 90 - 219 - 400 - 020

12

3 4 3

1 - Region Cade
98 - 1B-82 (rossovers
10 - Flectranic Media
50 - Adjustnent
60 - Mass Adjustment

2 - Calendar Year

1990

3 - Julian Date

219 = August 7

4 - Batch Range

400-499
860-899
800-849

5 - Jacument

DATES OF SERVICE

TOTAL CBARGES

FROFESSIONAL
CONPONENT

ANT. FROM
OTHER SRCS

CIAIN PNI
AMOUNT

(lains witheut attachments
Clains with attachments
Crossaver (lains

Nunber
This number indicates the claim lacation within a batch (020 is
the third clainm).

The earliest and latest dates of service as shawn an
the claim farn.

The total charges hilled hy the provider for the
services an this clain form.

That pertion of the charges hilled by the pravider
that represents the professional companent payahle hy
the Pragran.

The awount indicated hy the provider as received fronm
a source ather than the Medicaid Pregran for services
an the clain.

The awount heing paid by the Medicaid Program te the
provider for this claim.
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SECTION VIIT - RENITIANCE STATEMENT

EOR For explanation of henefit code, see back page of

Renittance Statement.

*INFATIENT*

ACCOM/ANCIL The accormodation and ancillary charges.
Qry The number of procedures/supply for that line item charges.
IINE NC. The number of the lime on the claim heing printed.
LINF ITEM The charge submitted by the provider for the procedure
FROF COMF That portion of the charges hilled by the provider that

represents the professional component payahle hy the
Progran for that line itenm.

1)) Fxplanation of henefit code which identifies the payment -
process used te pay the 1ine iten.
All items printed have been previously defined in the descriptions
of the paid claims section in the inpatient paid clains section of
the Rerittance Statement.
*OUTFATIENT*
PS Flace of service code depicting the location of the
rendered service.
18 Type of service code depicting the type of service.
PROC The procedure code in the line iten.
I, Section II - Denied Clains
The second section of the Remittance Statement appears whemever
clains are rejected in total . This section lists all such clainms
and indicates the F(P code explaining the reason for each claim
rejection. Appendix XVI
AN
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SECTION VII - RENITTANCE STATENENT

All items printed have heen previcusly defined in the descriptions of the
paid claims sectien of the Remittance Statement.

k. Sectian III - Claims in Process

The third section of the Remittance Statement (Appendix XVI)lists these
clains which bave heen received by FIS hut which were net adjudicated as
of the date of this report. A claim in this categaory usuvally has hbeen
suspended from the normal processing cycle hecause of data errars ar the
need for further review, A clainm appears in the (laims InFrocess
section of the Rermittance Statement at the time of its suspension and
again at the time of the last pracessing cycle of the month, if the
clains remains in a suspended status. At the time a final determination
can be made as to claim disposition (payment or rejection), the clainm
vill appear in Section I or Ilof the Remittance Statement.

| Section IV- Returned Claiuws

The fourth section of the Remittance Statement (Appendix XVI)lists these
clains vwhich have been received hy FIS and returmed to the provider
hecause required information is missing from the clain. The clain has
been returned to the praovider with a caver sheet which indicates the
reason(s) that the claim has heen returned.

6. Section V - (laims Payment Summary

This section is a summary of the claims payment activities as of the date
indicated on the Remittance Statement and YII claim payment activities.

CIAIMS FPAIL/ The total number of finalized clains which have heen determined

EENIED to be denmied or paid by the Medicaid program, as of the date
indicated an the Remittance Statement and YID sunnation of
clain activity.

AMOUNT FAID The total amount of claims that paid as of the date on the
Rerittance Statement and the YID summation of payment activity.

WITHHELD The dellar amount that has heer recouped by Nedicaid as of the
AMOUNT date on the Remittance Statement (and YID summation of
recouped monies).
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SECTION VIII - REMITIANCE STATEMENT

NFT FAY The dellar ameunt that appears on the check.

AMQUNT

CRELIT The dollar amount of a refund that a provider has sent to EDS

AMOUNT to adjust the 1099 amount (this amount does not affect claims
paynment, it only adjusts the 1099 awmount).

NET 1099 The total amecunt of momey that the provider has received from

AMOUNT the Medicaid program as of the date onm the Remittance Statement

and the YID total monies received taking inte comsideration
recouprents and refunds.

B.  Section VI - Description ¢f Explanatien Codes Listed Ahove
Fach FOB code that appeared on the dated Remittance Statement will

have a carrespanding written explanation pertaining to payment,
denial, suspension and return for a particular claim (Appendix XVI).
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SECTICN IX - GENFRAL INFCRNATIQN - EIS

A.  Correspondence Forms Instructions
TYFE (F
INFORMATION TINE
- REQUESTED FOR INQUIRY MAILING ADDRESS
Inquiry 6 weeks after KIS
hilling P.0. Bex 2009
Frankfort, KY 40602
Attn; Conmunications Unit
Adjustment Inmediately FIS
F.0. Box 2009
Frankfort, KY 40602
Attn: Adjustments Unit
Refund Inwediately IS
F.0. Box 2009
Frankfort, KY 40602
ATIN: Cash and Finance
Unit
TYFE (F
INFORNATICN
REQUESTEL NECESSARY INFCRMATION
Inquiry 1. Completed Inquiry Form

2. Remittance Statement or Medicare EF(MB,
vhen applicable

3.  (Other supportive documentation, when
needed, e.g., a photacopy of the Medicaid
clain vwhen a clain has not appeared on a
Remittance Statement within a reasomable
amount of time

TYFE (F

INFORVATION

REQUESTED NECESSARY INFORMATION
Adjustment 1. (Conpleted Adjustment Form

2. TPhotacopy of the claim in questionm
3.  Photocopy of the applicable pertion of
the Remittance Statement in question
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TYFE (F

INFORMATION

REQUESTED NECESSARY INFORMATION

Refund 1. Cash Refund Documentatian

2.  Refund Check
3.  Photocopy of the applicahle portion of the
Remittance Statement in question

B.  Telephene Inquiry Informatienm

WEAT IS NEEDED?

-Frovider nunber

-Patient's Medicaid ID nunher
-Date of service

-Billed amount

-Your name and telephone number

WEEN T0 CALL?

-When claim is not showing en paid, pending or denied sections
of the Remittance Statement within 6 weeks

-When the status of claims is needed and they do not exceed five
in number

WHERE 10 CALL?

-Toll-free numher 1-800-756-7557 (within Kentucky)
-Local (502) 227-2525

c¢. Filing limitations

NEU CIAIMS — 12 months from date of service
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MEDICARE AND MEDICAID
CROSSOVER CLAINS 12 months from date of service

NTE: If the claim is a
Medicare crassaver claim and is
received by FIS more thanm 12
months from date of service,
hut less than 6 manths frem the
Medicare adjudication date, FDS
considers the clain to he
within the filing limitations
and will proceed with clains

processing.
THIRD-FARTY
ITABILITY CIAINS 12 months fron date of service

NOTE: If the other imsurance
company has nat responded within
120 days of the date a claim is
submitted to the insurance
conpany, sSubmwit the claim to
EDS indicating "NO RESFONSE"
from the other insurance
campany.

ALJUSTMENIS 12 wonths fron date the paid
clain appeared on the Remittance
Statement

I.  Provider Inquiry Farm

The Provider Inquiry form shall he used for inquiries te EIS
regarding paid or demied claiws, hilling concerms, and claim
status. If requesting wmore tham ane claim status, a Pravider
Inquiry form shall he completed for each status request, The
Frovider Inquiry form shall be conpleted im its entirety and
railed to the fellowing address:

FIS
F.C. Box 2009
Frankfort, KY 40602
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SECTION IX - GENERAL INFORMATION - FDS

Supplies of the Provider Inquiry forn nay be ohtained by writing
to the abave address or contacting FIS Frovider Relations Unit at
1- (800)-1756-7557 or 1-(502)-2217-2525.

Please remit BOTH copies of the Provider Inquiry forw to EDS. Any
additional documentation that would help clarify your inquiry
shall he attached. FIS shall enter their respense on the form and
the yellow copy shall he returned to the provider.

It is NOT necessary to complete a Provider Imquiry form when
resubpitting a denied clain.

Provider Inquiry forms shall NOT be used in lieu of the Medicaid

Frogram clain forms, Adjustuent forus, or amy other dacument
required by the Medicaid Frogram.

Incertain cases it may be necessary to return the Inquiry farm to
the provider for additional infermation if the inquiry is
illegible or unclear.

Instructions for completing the Frovider Inquiry form are found
belaow.

FIFLD NUMBER INSTRUCTIQNS
1 Enter the 8-digit Kentucky Medicaid
Frovider Nunher.
2 Enter the Frovider Name and Address.
3 Enter the Medicaid recipient's name as it

appears on the Medical Assistance
Identification Card.

4 Enter the recipient's 10 digit Medical
Assistance Identificatian nunber.

5 Enter the hilled amount of the claim on
which you are inquiring.
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FIFID NUMBER INSTRUCTIONS
6 Enter the clain service date(s).
1 If you are inquiring in regard te an in-process,

paid, or denied claim, enter the date of the
Remittance Statement listing the clain.

8 Ifyouare inquiring in regard te am in-process,
paid, or demied claim, enter the 13-digit internal
contral nunber listed on the Remittance Statement
for that particular clain.

9 Enter your specific inquiry.
10 Enter your signature and the date of the inquiry.
- E.  Adjustment Request Forn

The Adjustment Request form is to he used when requesting a change on a
previously paid clain. This does not include denied claims or clains
returned to the provider for requested additional infeormation or
dacumentation.

For prompt action and respomse to the adjustwent requests, please
conplete all items.  COPIES OF THE CLAIN AND THE AFFRCFRIATE FAGE CF
THE REMITTIANCE STATEMENT MUST EBEF ATTACHED TQ THE ADJUSTMENT REQUEST
F(RM. Ifitems are net completed, the form nmay he returmed.

FIFLD NUMBER DESCRIPTICN

1 Enter the 13-digit ICN nunher for the particular
clain in question. .

2 Fnter the recipient's name as it appears on the
Remittance Statement (last name first).

3 Fnter the complete recipient identification numhber
as it appears on the Remittance Statement. The
conplete Medicaid number contains 10 digits.
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FIELIL NUNBER DESCRIFTICN

4 Enter the provider's name, address and complete provider
nunber.

5 Fnter the "From Date of Service" for the clair inm
question,

6 Enter the "Io Date of Service" for the claim in question.

7 Enter the total charges submitted on the original clain.

8 Enter the total Medicaid payment for the clain as found

under the "(lains Payment Amount" column on the
Rerittance Statement.

g Enter the Rewittance Statement date which is found on
the top left cormer of the remittance. Flease do mat
enter the date the payment was received or posted. N
10 Specifically state WHAT is to be adjusted on the clain

(i.e. date of.service, units of service).

11 Specifically state the reasons for the requested
adjustwent (i.e. wiscoded, overpaid, underpaid).

12 Enter the name of the persom who completed the
Adjustment Request Farm.

13 Enter the date on which the form was submitted,

Mail the conpleted Adjustment Request farm, clain copy and Remittance
Statement to the address on the tap of the forn.

TRANSNITIAL #17 _ Page 9.6



CABINET FOR HUMAN RESOURCES
DFFARTMENT FOR MEDICAID SERVICES
HOSPITAL SERVICES MANUAL

SECTICN IX - GENFRAL INFORMATION - FIS

To reorder these inquiry forms contact the Communications Unit by mail:

FIS
P.0. Bex 2009
Frankfert, KY 40602

Be sure to specify the nunber of forms you desire. Allew 7 days for
delivery.

| Cash Refund Documentation Forn

The Cash Refund Documentation forw shall be conpleted when a previder
sends a refund check. The conpleted forw and a copy of the remittance
statement page shouin$ the paid clainm heing refunded shall accompany
the check. Flease mail to the following address:

FIS

P.0. Bax 2009

Attn: Financial Services
Frankfert, KY 40602

Ifa check is sent withaut the Cash Refund Documentationm farm, the
check will nat he posted to a specific claim. Thisaction would net
reflect the refund heing made for a particular claim, pessibly leavinmg
the provider responsible for another refund at a later date. If there
are any quest ions concerning the form, please call the Frovider
Relations Unit at 1-800-756-75570r 1-(502)-227-2525.

FIFLD NUNRBER DESCRIFTION
1 Enter the check nunber
2 Enter the amount of the check
3 Enter the provider name, provider numher

and address

4 Fnter the name of recipient on claiw
being refunded

5 Fnter the recipient's Medicaid
identification number (10 numeric digits)
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6 Enter the "From Date of Service" en clainm
being refunded

7 Enter the "To Date of Service" em claim
being refunded

8 Enter the date of the Faid
Remittance Statement om which the clain
appears

9 Enter the 13-digit Internmal Contral

Number (ICN) of the particular clainm for
which you are refunding. ‘This is listed
on the ""Paid Claims" page of your
renittance statement. (If several ICN's
are ta be applied to one check, they canm
be listed on the same farm only if they
have the same reason for refund
explanation)
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DEFARIMENT FOR MEDICAID SERVICES
BOSFITAL SERVICES NANUAL

SECTICN IX - GENFRAL INFCRNATICON - EIS

REASON FOR REEUND

(heck the appropriate reason for which the claiw is heing refunded. Be sure
te complete all blanks. The example listed below shows haw each refund
reasen is ta he completed accurately. (nly ome reasenm can he completed per
Cash Fefund Documentation ferm. If multiple claims with multiple refund
reasons are included in one check, complete a separate form for each refund
reason.

a.  Payment from other source - check the category and list name
Bealth Insurance (attach a capy of ECB)
Auto Insurance
Medicare paid
Other

h.  Billed in errer

¢c.  Duplicate paymwent (attack a copy of hoth Rewittance
Statenments.  If Remittance Statements are paid te 2 differenmt
praviders specify te which provider nunher the check is te he
applied.

d.  Processing error or (verpayment

Explain why

e. Faid to wrang previder

f.  Money has heen requested - date of the letter (Attach a copy
of letter requesting money)

(ther

Contact Nane Fhone
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APPENDIX I

CABINET FCR HUMAN RESOQURCES
IFFARTMENT FOR MEDICAID SERVICES'

BOSPITAL SERVICES MANUAL

DEFARINENT FOR MEDICAID SERVICES

ADVANCED REGISTERED NURSE PRACTITIONER SERVICES

Services hy an Advanced Registered Nurse Fractitiomer shall he payable if the
service provided is within the scope of licensure. These services shall
include, haovever not he limited ta, services preovided hy the certified nurse
wmidvife (CNM), fawily nurse practitioner (FNF), and pediatric nurse
practitioner (FNF).

AMBULATORY SURGICAL CENTER SERVICES

Medicaid covers nmedically necessary services pravided in free-standing
anbulatory surgical centers.

BIRTHING CENTER SERVICES

Covered hirthing center services include an ipitial prematal visit, follaw-up
prenatal visits, delivery and up te tvwa (2) follew-up pestnatal visits within
four (4) to six (6) veeks of the delivery date.

DENTAL SERVICES

Coverage shall he limited hut includes cleanings, oral examinatiens, X-rays,
fillings, extractions, palliative treatment of aral paim, hespital and
energency calls for recipients ef all ages. (Other preventive dental services
(i.e. root ccanal therapy) and Comprehemsive (rthedontics are alse availahle
to recipients under age tventy-cne (21).

DURABLE MEDICAL EQUIPMENT

Certain wedically-necessary i terns of durable medical equipment, orthot ic and
prosthetic devices shall he covered when ordered by a physician and provided.
by suppliers of durable medical equipnent,orthetics and prosthetics. Mest
items require prior autharization.
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CABINET FCR HUMAN RESOURCES
DEPARTIMENT FOR MEDICAID SERVICES
HOSFITAL SERVICES MANUAL

DEFARTMENT FOR MEDICAID SERVICES

FARLY FFRICODIC, ITAGNCSIS, AND TREATMENT (EPSET)

Under the FFSIT program, Medicaid-eligihle children, from hirth through the
end of the birth month of their twenty-second hirthday, may receive the
falloving tests and pracedures as appropriate for age and health histery when
provided by participating previders:

Medical Bistary

Fhysical Examination

Growth and Development Assessment
Hearing, Dental, and Vision Screenings
Iab tests as indicated

Assessment or Updating of Immunizatians

(EPSDT) SPECIAL SERVICES PROGRAM

The EFSIT Special Services Frogram considers medically necessary
items and services that are not routinely covered under the state
plan.  These services are for children frow hirth through the end
of their twenty-first year. All services shall he prior autherized
by the Department for Medicaid Services.

FAMILY PLANNING SERVICES

Comprehensive family planning services shall be available to all eligihle
Medicaid recipients of childhearing age and those winors wha can he
considered sexually active. These services shall he offered thraugh
participating agencies such as lecal county health departments and

independent agencies, i.e., Flanned Parenthood Centers. Services als¢ shall
be availahle through private physicians.

A complete physical examination, counseling, contraceptive education and
educational waterials, as vwell as the prescribing of the appropriate contra-
ceptive wethed, shall he available through the Family Flanning Services
element of the Kentucky Medicaid Frogranm. Follow-up visits and emergency
treatwents also shall he provided.
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CABINFI FCR HUMAN RESOURCES
LFFARINENT FCR MEDICAID SERVICES
BOSFITAL SERVICES MANUAL

DEFFARTMENT FOR MEDICAID SERVICES

HEARING SERVICES

Bearing evaluations and single hearing aids, vhen indicated, shall be paid
for by the program for eligihle recipients, te the age of twenty-cme (21).
Follow-up visits, as vwell as check-up visits, shall he covered threough the
hearing services element. (ertain Kearing aid repairs shall also be paid
through the progranm.

ROMNE HEALTH SERVICES

Skilled nursing services, physical therapy, speech therapy, occupatienal
therapy, and aide services shall he covered whem necessary to help the
patient remain at home. Medical social worker services shall he covered when
provided as part of these services. Home health coverage also includes
dispesable nedical supplies. Coverage for home health services shall nat he
limited hy age.

BOSPICE

Medicaid henefits include reimbursement for haspice care for Medicaid
recipients vwhe meet the eligihility criteria fer hospice care. Hospice care
provides ta the termimally ill relief of pain and symptens. Suppertive
services and assistance shall alse he provided tec the patient and fanmily in
adjustment te the patient's illmess and death. A Medicaid recipient whe
elects to receive hospice care waives all rights to certain separately
available Medicaid services which shall alse he included in the heospice care
scope of benefits.
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CABINFI FCR HUMAN RESOURCES
DFPARIMENT FOR MEDICAID SERVICES
BOSFITAL SFRVICES NMANUAL

DEPARTNENT FOR MEDICAID SERVICES

HOSPITAL SERVICES
INPATIENT SERVICES

Kentucky Medicaid henefits include reinhursement for admissions to acute care
hospitals for the management of am acute illmess, am acute phase or
conplications of a chromic illmess, injury, impairment, mecessary diagnestic
pracedures, wmaternity care, and acute psychiatric care. All nOn- emergency
hospital adnissions shall he preauthorized by a Feer Review Organization.
Certain surgical pracedures shall wot he cavered an am inpatient bhasis,
except when a life-threatenming sitvation exists, there is amother primary
purpose for adwission, or the physician certifies a medical necessit

requiring adnissien te the hospital. Flective and cosmetic pracedures shal{
be outside the scope of progran bemefits unless medically vecessary ar
indicated. Reinhursement shall he limited to a maximum of fourteenm (14) days
per admission except for services provided to recipients under age six (6) in
bospitals designated as disproportionate share bospitals hy Kentucky Medicaid
and services provided to recipients under age ome (1) by all acute care
hospitals.

OUTPATIENT SERVICES

Bemefits of this Program element include diagmestic, therapeutic, surgical
and radiological services as ordered by a physician, clinic visits,
pharmaceuticals covered, emergency roem services in emergency situatiems as

deterrined by a physician, and services of haspital-hased emergency room
physicians.

There shall he me limitations on the wumber of hespital outpatient visits or
covered services available to Medicaid recipients.

KENTUCKY COMMISSION FCR HANDICAFFED CHILDREN

The Commission provides medical, preventive and remedial services tg
handicapped children under age twenty-one (21). Targeted (ase MNanagenment
Services are also provided. Recipients of all ages whe have hemophilia nay
also qualify.
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DEPARIVENT FOR MEDICAID SERVICES

LABORATCRY SERVICES

Coverage of lahoratory procedures for Kemtucky participating providers
includes all Medicaid covered procedures for which the provideris certified
by the Clinical Laboratery Improvement Awendments (CLIA) requirements.

LONG TERM CARE FACILITY SERVICES

INTERVEDIATE CAREF FACILITY SERVICES FOR THE MENTALLY RETARDED AND
DEVELOPMENTALLY DISABLED (ICF/MR/DD)

The Kentucky Medicaid Program shall nake paynent te intermediate care
facilties for the mentally retarded and developmentally disabled for services
provided to Medicaid recipients whe are mentally retarded or developmentally
disahled prier to age twenty-twe (22), wha hecause of their mental and
physical condition require care and services which are net provided hy
connunity resources.

The need for the ICF/MR/DD level of care shall be certified by the Kenmtucky
Medicaid Feer Review (rganization (FR().

NURSING FACILITY SERVICES

The Department for Medicaid Services shall make payment for services provided
to Kentucky Medicaid eligihle residents of nursing facilities which have heen
certified for participation in the Rentucky Medicaid Program. The need for
adwission and continved stay shall he certified hy the Kentucky Medicaid Peer
Review (rganization (FR(). The Department shall make paywent for Medicare
deductible and coinsurance amounts for these Medicaid residents wha are also
Medicare heneficiaries.
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DEPARIMENT FOR MEDICAID SERVICES

MENTAL HFAITE SERVICES
COMMUNITY MENTAL HFALTH CENTER SERVICES

Community mental health-wental retardation centers serve recipients of all
ages in the community setting. From the cemter a patient may receive
treatment thraugh:

Qutpatient Services
Psychasacial Rehabilitation
Fnergency Services
Inpatient Services

Persanal Care Home Visits

Fligible Medicaid recipients needing psychiatric treatment may receive
services from the community memtal health center and passibly avaid
hospitalization. There are fourteem (14) majer cenmters, with many satellite
centers  available. The Kentucky Medicaid Program alse reinmburses
psychiatrists for psychiatric services through the physician program.

MENTAL BOSPITAL SERVICES

Reinbursement for inpatient psychiatric services shall he provided to Medicaid
recipients under the age of twenty-ome (21) and age sixty-five (65) or clder
in a psychiatric hospital. There shall be mno liwmit on length of stay;

hawever, the need for impatient psychiatric hospital services shall he
verified through the utilization contrel mechanisn.

FSYCRIATRIC RESIDENTIAL TREATNENT FACILITIES

Inpatient psychiatric residential treatment facility services are limited to
residents age six (6) to twenty-ame (21). Pragran henefits are limited te
eligible recipients vwhe require impatient psychiatric residential treatment
facility services on a continucus hasis as a result of a severe mental ar
psychiatric illnmess. There is ne limit en length of stay; hovever, the need
for inpatient psychiatric residential treatment facility services must he
verified through the utilization contral mechanisn.
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CABINFI FCR HUMAN RESOURCES
EFFARTMENT FOR MEDICAID SERVICES

HOSFITAL SERVICES MANUAL

DFFARIMENT FOR MEDICAID SERVICES

TARGETED CASE MANAGEMENT SERVICES

ADULTS (ase nranagement services are provided to recipients eighteen (18)
years of age ar clder vwith chronic nental illness who need
assistance in obtaining medical, educational, social, and other
support services.

(BIITREN (ase management services are provided to Severely Fmotienmally
Disturbed (SED) children who need assistance in chtaining medical,
educational, social, and other services.

NURSE ANESTHETIST SERVICES

Anesthesia services performed by a participating Advanced Registered Nurse
Practitioner - MNurse Anesthetist shall be covered hy the Kenmtucky Medicaid
Progran,

NURSE NIDWIFE SERVICES
Medicaid reimbursement shall he available for covered services performed hy

and within the scope of practice of certified registered nurse midwives
through the Advanced Registered Nurse Practitiomer Fregram.
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DEFARINENT ECR NMEDICAID SERVICES

PHARMACY SERVICES

Legend and non-legend drugs from the appraved Medical Assistamce Qutpatient
Drug List when required in the treatment of chromic and acute illnesses shall
he covered. The Department is advised regarding the outpatient dru caverage
by a formulary subcommittee conpeosed of persons from the medical anm pharmacy
professians. A Drug list is availakle to individual pharmacists and
providers upon request and routinely sent to participating pharmacies and
nursing facilities. The Drug List is distributed periodically with monthly
updates.  Certain other drugs which may emable a patient to be treated om an
cutpatient hasis and aveid imstitutionalization shall ke covered for payment
through the Drug Preauthorization Pregram.

Inaddition, mursing facility residemts may receive other drugs which nay bhe
prior autherized as a group enly for nursing facility residents.

PHYSICIAN SERVICES
Cavered services include: S~

(ffice visits, wmedically indicated surgeries, elective sterilizationms*,
deliveries, chenatherapy, selected vaccines and RhoGAM, radialagy services,
emergency raom care, anesthesiclogy services, hysterectomy procedures*,
consultations, second opimions prier to surgery, assistamt surgeon services,
oral surgeon services, psychiatric services.

*Appropriate consent faerms shall he completed prier te coverase of these
pprop B B g
procedures.

Non- covered services include:

Nost injections, supplies, drugs (except anti-necplastic drugs), cosmetic
procedures, package chstetrical care, IUDs, diaphragms, prosthetics, various
administrative services, miscellaneous studies, pest mertem examinations,
surgery not medically necessary or indicated.

Iimited coverage:
Certain types of office exans, e.g. mew patientcomprebensive office visits,

shall be limited to ome (1) per twelve (12) month periad, per patient, per
physician,

L

ey
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BOSFITAI SERVICES MNANUAL

DEFARIMENT FOR MEDICAID SERVICES

PODIATRY SERVICES

Selected services provided by licensed pediatrists shall he covered by the
Kentucky Medicaid Progranm. Routine faot care shall hecavered enly for
certain nedical conditions where the care requires professicnal supervisiom.

PREVENTIVE HEALTH SERVICES

Freventive Health Services shall he provided hy health department eor
districts which have vritten agreements with the Department for Health
Services to provide preventive and remedial health care to Medicaid
recipients.

PRIMARY CARE SERVICES

A primary care center is a comprehensive ambulatery health care facility
vhich emphasizes preventive and naintemance bealth care. (avered outpatient
services provided by licensed, participating primary care centers include
medical services remdered by advanced registered nurse practitiomers as well
as physician, dental and optometric services, fanily planping, FFSIT,
lahoratery and radioclegy procedures, pharmacy, nutritiomal counseling, sacial
services and health educatiaon. Any limitations applicable to individual
program henefits shall be gemerally applicable vwhen the services are provided
by a primary care center.

RENAL DIALYSIS CENTER SERVICES

Free-standing renal dialysis center henefits include remnal dialysis, certain
supplies and home equipment.
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BOSFITAL SERVICES NANUAL

DEPARINENT FOR MEDICAID SERVICES

RURAL HEALTH CLINIC SERVICES

Rural bealth clinics are ambulatery health care facilities located in rural,
vedically wunderserved areas. The progran ewmphasizes preventive and
maintenance health care for pecple of all ages. The clinics, though
physician directed, shall also he staffed by Advanced Registered Nurse
Practitioners.  The concept of rural health climics is the wtilization of
wid-level practitioners to provide quality health care in areas where there
are few physicians. Covered services include hasic diagnostic and
therapeutic services, hasic lahoratary services, emergemcy services, services
provided through agreement or arrangements, visiting nurse services and cother
anhulatery services.

TRANSPORTATION SERVICES

Medicaid shall cover tramsportation te and from Nedicaid Progran covered
medical services by ambulance or other approved vebicle if the patient's
condition requires special transpertation. Alsa covered shall he
preauthorized non-emergency medical transportation te physicians and other
non-emergency, Medicaid-covered medical services wvhen provided hy a
participating medical tramsportation provider. Travel to pharmacies shall
nat he covered,

VISION SERVICES

Examinations and certain diagnestic pracedures performed by ophthaluclogists
and optometrists shall he caovered for recipients of all ages. Professional
dispensing services, lenses, frames and repairs shall he covered for eligihle
recipients under age twenty-ame (21).
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DFFARTVENT FCR MEDICAID SERVICES

**SFECIAL PROGRANS**
ALTFRNATIVE INTERMEDIATE SERVICES FCR THF MENTALLY RETARLED

The Alternative Internediate Services for the Mentally Retarded (AIS/MR)
howe-and community-hased services project provides coverage for am array of
connunity hased services that shall be an altermative teo receiving the
services in an intermediate care facility for the mentally retarded and
develapmentally disahled (ICF/MR/DD).

HOME AND COMMUNITY BASED WAIVER SERVICES

A hone- and conmunity-hased services program provides Medicaid coverage for a
broad array of home- and comnunity-hased services for elderly and disahled
recipients. These services shall he availahle te¢ recipients whe would
athervise require the services in a nursing facilitz. The services hecame
availahle statewide effective Julyl, 1987. These services shall he
arranged for and provided by home health agencies.

KenFA(

The Kemtucky Patient Access and Care System, ar KenFA(, is a special progran
vwhich links the recipient with a primary physician or clinic for many
Medicaid-covered services. (mnly recipients who receive assistance based on
Aid to Families wvith Dependent Childrenm (AFI() or AFI(-related Medical
Assistance (Only shall he covered under KenPAC. The recipient shall choose
the physician or clinic. It is especially inportant for the KenFAC recipient
te present his or her Medical Assistance Identification Card each time a
service is received.

SFECIAL HOME- AND COMMUNITY-BASED SERVICES MODEL UAIVER FROGRAM

The Model WVaiver Services Frogram provides up ta sixteen (16) hours of
private duty nursing services and respiratory therapy services to disahled
ventilator dependent Medicaid recigients vwha would otherwise require the
level of care provided in a hospital-based skilled nursing facility. This
progran shall he linited te ne wore tham fifty (50) recipients.
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FIIGIRILITY INFORNATICQN

FROGRAMS

The Departmwent for Seocial Insurance, Division of Field Services local office
staff have primary responsibility for accepting and processing applications for
benefit preograms administered by the (ahinet for Human Resources, Department
forlSocial Insurance. These programs, which include eligibility for Medicaid,
include:

AFIC (Aid ta Families with Dependent Children)

AFIC Felated Medical Assistance

State Supplementation of the Aged, HBlind, or Disabled
Aged, Blind, or Disahled Medical Assistance

Any individual has the right to apply for Medicaid and have eligihbility
deternined. Fersons wanting to apply for Medicaid hemefits shall be referred
to the local Department for Social Insurance, Division of Field Services office
in the county in which they live. Fersons unable to visit the lacal office may
write or telephone the lacal office fer information ahout naking appl icatien,
For wost programs, a relative or other interested party may make application
for a person uwnable to visit the office.

In addition ta the programs administered b; the Department far Secial
Insurance, perscns eligihle for the federally administered Supp!erental
Security Income (SSI) progran alse receive Medicaid through the Kemtucky
Medical Assistance Program.  Fligihility for SSI is determined by the Social
Security Administration. FPersons wanting to apply fer SSI shall be referred to
the Social Security Administration office nearest to the county in which they
live.  The SSI progran provides henefits to individuals who meet the federal
definitions of age, blindness, or disability, in addition to other eligibility
requirenents.

NAID CARDS

Medical Assistance Identification (MAID) cards are issued monthly to recipients
vith ongoing eligibility. These cards show a wanth-te-menth eligibility peried.

Fligible individuals with excess income for onmgoing eligibility nay be eligible
as a "spend down" case if incurred medical expenses exceed the excess income
amount, Individuals eligible as a "spend down" case receive ane (1) MAID card
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FIICGIBILITY INFORMATION

indicating the specific period of eligibility. After this eligibility period
ends, the person wmay reapply for another "spend down" eligibility period.

MAID cards way show a retroactive period of eligibility. Depending on the
individual circunstances of eligibility, the retroactive period shall include
several months.

Duplicate MAID cards wmay be isswed for individuals whose original card is lost
or stalen.  The recipient should report the lost or stolen card to the lacal
Departuent for Social Imsurance, Division of Field Services worker responsihle
for the case.

VERIFYING ELIGIBILITY

The local Departwent for Social Insurance, Division of Field Services staff may
provide eligihility infermation te providers requesting MAID numhers and eligi-
hility dates for active, imactive or pending cases.

The Department for Medicaid Services, Fligihility Services Section at (502)
564-6885 shall also verify eligihility for providers.
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KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.I.D.) CARD

{(FRONT OF CARD)
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KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.I.D.) CARD

(BACK OF CARD)
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KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.1.0./Q.M.B.) CARD

Deparment tor Sccial Medical insurance Code
insurance case number. This .
(FRONT OF CARD) s NOT tw Macics Assismnce ndicaws type of nsurance
Idensfcanon Numbder o
Ehgitakity penod is he month, day and yeer of 1
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KENTUCKY MEDICAL ASSISTANCE IDENTIFICATICN (M.A,1.0./0.M.B.) CARD

(BACK OF CARD)
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IFFARTMENT FOR MEDICAID SERVICES

BOSPITAL SERVICES NANUAL

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.LD.) CARD FOR KENFAC FROGRAN

Department for 30Cial lasurance case
nusber. This is NOT the Medical
Assistance Jdeatificatico Number Date of Dirtd shows menth and year of
birth of sach msmber. Mefur to this
block when providicg sarvices 1imited
to age.

211¢4bility puriod shows dates of
eligibility reprasented by this card. *
Frow’ date is first day of eligidslity of|
this card. *Io" date is the day
aligibility of tais card ends and is Dot

incivdes as an elfgihle day. KenPAC Ranes of mambers eligidls for PAP.
services provided during this eligibility| Pazsons whose pames are in this block
period sust e ULAOIizZed by the Primary Bave the Primary Care provider listed
Care physician listed on this card. o0 this card.
-
NENPAC/MEDICAL nlnu‘:% DEXTINCATION CARD [roney gy
CABINEY FOR NUMAN RESOURCES —
ms 06-01-85 R ) _ '
» 07-01-8% 037 C 000123456 Smith, Jane 1234567890"
€ [3 ADORE! 1 i -
Issue late: I Smith, Kin 2345678912
" 12-27-85
Jane Smith
400 Block Avenue A
Frankfort, Kentucky 40601 """ RENFAT PROVIDER DAl
l wa’}rei\ Peacei M.D.
: SHO 1010 Tolstoy lane
ATTENTION: SHOW THIS CARD TO VENDORS WHEN
APPLYING FOR MEDICAL BENERTS Frankfort, Ky 40601
T——TS“T- YT
l )
Medical Assistance ldentificeticn
Number (MAID) is the 10-digit aumber
::: ::-“::‘m;: ::::»”::‘:.m required for billing eesdical sefvices
that of & Telative OF other interestsd on the claim fors.
party and may sot be as eligidle meabar.
Rama, sddress and phons number of the
Primary Care Poymaician.
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CABINFT FOR HUMAN RESQURCES
DFPARTMENT FOR MEDICAID SERVICES

AFPENDIIX II-C

BOSFITAL SERVICES MANUAL

KENTUCKY MEEICAL ASSISTANCE IDENTIFICATIQN

(M.A.1I.L.) CARI FCR KENPAC FROGRAM

(BACK OF CARD)

Infarmation to Providers, including
insurance identificetion codes which
indicats type of insurance coveraga
as shown on the front of ths cars in

=Ins.” block.

PROVIDIRS OF SIAVICE
1 OO Cbigs It TW DEAGN IMHG herton 7 ehgibie the pered
30T ON The 14varss Bge. 1O Cuvrent Benelits of the Kentuchy Medxal
salance Program. 1he Medcs Aiisncs identication NG UMl te eernd
HAPTETS SreCriely 08 COanned SN tims Cond B Grder S SuY

1000, S0 YOu Shonsd reter 1 secrions {1}

Informeticn to Recipients, including
linitationa, coverage, and emeryeacy
Cals through the KenPAC system.

& RenPal
) )m‘km-w

FIRCM FREIUNG SISV BIACHREITN, DL, SCODE 3nd Grston of benetm,
g SXICAEPS. JMOES DI, O uvd Darty habuiiy, ShEusd Be OweThd
Cotanat lor susmen Rgsousces

Dupariment bos idotu.ou
Foanhion. Kerurey 082t

W Umted bme Wrorren
* = Biace Lung

‘CIPKENT OP SERVICES: You are heredy nolified that under Stste Low, KRS 205.824, your right 1o third FIrty PAYment Ros Deen 833igned %0 ihe Cobinel io

poid On your behail.

mnmm-snmwnunmcuunu o both, ler avyone whe willtully gives tise iniprmation in appising fur medical sasistance

s o repon 9 10 wiig o P use of the card by sn ineligitie person.

Notification to recipient of assignment
to the Cabinet for Human Rasources of
third party paymants.

‘mtpxmt‘n signature is oot required.

TRANSNITTAL #19
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AFFENDIX II-D .

CARINET ECR BUMAN RESCURCES
DEFARIYENT FOR NEDICAID SERVICES

BOSPITAL SERVICES MANUAL

(UALIFIFD NEDICAREF BENEFICIARY IDENTIFICATION (0.M.8.) CARD

{FROMOF CARD) Eigbiy perod & fe month, dey and yemr of

M=

QME obgpinity mpressrund by tis card

* From® com » lrst day o sbpbalty of his
cwrd-"T0" dai & P Oy Siitelty of his
card ends and ¥ Aot Feluded 2 o oighiy

Jane Smf
400 Block Ave.
Franon, XY 801

ATTENTON SOW Nad CARG TO VG MCORS WhlH

i _SEEXPE) MEOKCA, CANE
m::—f——-—-—.——__w

Name of member sgihis B e 8
Cuasfied MedcareBenetaagry.
Only 1he perion whose Aame 8
N ha Sock @ wgbie iy QMR
dbenefn
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CABINFT FOR BUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

AFFENRIX II-D

HOSFITAL SERVICES NANUAL

(UALIFIED MEDICAREF BENFFICIARY ITENTIFICATION (Q.M.B.) CARID

(BACK OF CARD)

informason © Providers. nciuceg inssance
Idensfcaton coams whech ndicam type of
NSUNANCE CIVErage &8 shown on e ont of the
Card m “Ing.* diock,

\

7

\ RSV & sent

1 TH FEMIUS AV O P eivd % ¢ et Mecwe SYWEIYY o B
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AFFENDIX IIX

CARINFT FOR HUMAN RESOURCES
DEFARTNENT FOR MEDICAID SERVICES
RHOSFITAL SERVICES NANUAL -

FROVIDER AGREEMENT

Any hespital wishing to participate in the Medicaid Frogram shall subnit a
Provider Agreement EMAP-343). The signing of a Frevider Agreement does nmot
corwit the facility te participate but indicates the intenmt te participate.
The Frovider Agreement does not heceme a legal contract until the facility
has been approved and the Frovider Agreement has heem signed hy the
authorized official, Department for MNedicaid Services.

A.  The FProvider Agreement (MAF-343) is te be reviewed by the gaverning
bady, conmpleted by the authorized representative of the facility having
authority to comnmit the facility to the terms of the contract, and the
ariginal and yellow copy submitted to Frovider Enrollment, Departwent
for Medicaid Services. The yellow copy will he returned to the
facility when certification is conpleted.

B.  INSTRUCTIONS FCR CONFLFTING THE FROVIDER AGREENENT
Frovider Number -- Will be canpleted by the Medicaid Frogranm.
Iines 1-2 -- Enter the date an which the agreement is submitted.
line 4 -- Enter the name of the facility as it appears on the license.
Iine 5 -- Enter the address of the actual location of the facility.

Under the "WITNESSETH, THAT:" sectiom, enter type of provider, e.g.
acute care hespital, in the twa (2) spaces indicated.

FPage three, item 5 will be completed by the Medicaid Frogram after the
facility has heen certified.

Page three, "FROVIDER® section shall be signed and completed by the
authorized represenmtative of the facility.

TRANSNITIAT #17 _ AFFENITY TIT



APPENDIX III-A

CABINET FOR BUMAN RESOURCES
DEFARINENT FOR NEDICAID SERVICES

HOSFITAL SERVICES MANUAL

FPROVIDER AGREENENT (NAE-343)

nAP.343 (Rev, 5/86) Srovider Wmber:

(1f Xnown) -_——

COMCHVEALTH OF YENTUCRY
CABINET FOR wMAN RESOURCES
DEPARTMENT FOR WEDICAID SERVICES

PROVIDER AGRETMENT

THIS PROVIDER AGREEMENT, made andentered ints a8 Of the day of

« 19_. by and detween the ‘omrorwealth of temtucky, Cabinet

for Hunan Resources. Department for Medicaid Services, hereinafter referred to

48 the Cadinet, and

{Vame of 7rovider}

1A¢cress of Providery)

hereinafter referred to 43 the Provider,
WITRESSETH, THAT:

drereas, the Cadinet for Wumen esources, Jepartment for Medicatd Services,
tn the ezerctse Of 125 lawfu?l duties th relation to the 3¢atmistration of the
Kentucky Medical Assistance Program {Title IIX) s requiced Sy aoplicadle feceral
nd STtk reguletions and policies to enter into Sraviger Greements, and

ereds, the adove named Provider desires to sdrtic pite 1 the Xentucky
“edical Assistance Program as @

{Type OF Provider and/or Tevel 3f care)

Yow, therefore, it ts hereby and herewi th mtuslly sgreat by ind between
the parties hereto as follows:

1 e Provider:

(1) AMgrees tw comply with and adide by allapplicable feceral and state
Taws 4nd cegulations, and with the Xantucky Medical dssistince Program polictes
Jnd procedures govermingTitle XIX Providers and recipients.

{2} certifies that he (€t) is Yicensed as a

1f wplicadle, under the 'aw8 of Kentucky for the Jevel or tyo® of Care to
whiCh this agreement ipplies.

(3) Agrees to comply 4ch the civil rights »equirements set forth in 4§
CFR Parts 80, 84, and 90. (™he Cadinet for “uan 2escurces shalltakeno
dayment to Providers of service who discriminate an "™e dasis of race, tolor,
nat:onai origin, sex, handicsp, religion, or Jge in he provision Of services.)

TRANSMITIAL #£17 AFFENTIX TIT-A, Page 1



AFFENIIX III-A

CARINFI FCR BUMAN RESCURCES
DEFARTVENT FCR NEDICAID SERVICES

BOSFITAL SEFRVICES MAMAL
FROVIIER ACGREENENT (NAR-343)

vAP.343 (Gev, 5/06)

{4} Agrees to maintain Such records ds 4re necessary to disciote the
extent of services furnished tg Title XIX reciorents for aninimmaf s years
and for Such additional t'~e 3s may be necessdry in the event of ¢4n audrt
exception or dther 3 soute ond (0 furnish the Cadinet ® 1tk any information
requested regarding cay=ents tlaimed for furnishing services.

{8) Agrees t5 2emit representatives of the State and/or federa) governmeat
to Ndve the right w3 examtfe, 1nspect, CADy dnd/orauditallirecsrds pertantng to
*he pravigion of services furnisned to Title TIX recrorents.  {Such examingtiang,
INSDRCTIONS CODYing and/Or Judits 23y derace © A0t ICR to theProvider.)

rthout prior

(6) Assurestmatre( 1t} fsaware of Sectfon 1309 of the Socfal Security
Act; Pud) 1c Law92.603 /3¢ Amended), repraduced on *“e reverse side of thig
dzreement 3nd of CRS 594,330 to 134,990 4naKRS 204,345 10 205.355 4nd 235.990
relating to nedical assistance fraud.

(7} dgrees to inform the Cahimet for Wuman Resoyrces,Desariment for
Yedicaid Services, within 30 3ays of any chinge in the following:

fa) name;
{d) ewnership;

[e) Drceasure/certification/requlation status: er
(a) aadress.

18) Szrees ot 'a “iscrimingte in services rendesed to elig dle Title
111 rectpients an the Sasts Of aarrtal (fatus.

(9) !3) !m +og eveat ™t the Pravider 'ga sdecialty hogai®a) aroveding
services 10 ;ersars 3384 33 3md ver, cIeptesith 3jency, 37 d sui'lag syrgieg
f3¢t11%y, the dravi2er sw4ll be certifred for dariictoation urzer Title 1VIIL
of *he Social Security Act.

(6} Inthe went that the Provider fsuspecialty hespits]l aroviding
DSyehidtric services ta Dersons age 21 and under, the Srovider shall be a00roved
dytne Joint Zermegsion on Mccreditation of “23pitdls.  In the evemt R4T the
Pravider is d jerera! 955p1%al, the Prcvider shall be cert:fied ‘or sarticipetion
anger Titte 121 of the Socral Security ACt ar thne Jont IoMMIS5ION OA ACCreditie
tion af sospitals.

{10) In the event t™attheprovider desires to participate in the prysician
or denta) clinig/coraaration reimbursement System, Keatucky Vedical Assistance
Progran depent ‘or prysicrans’ or dentists’ servicesarcv-ded to recipre~tsof
the tentucky Yedica) dssistance Program will Se =ade sirecly to the clinic/
€arooratIon JooNn Jraoer 1ssuance by the enployed phystician or dentist of )
Stitement Jf lythorization{vAP.347),

Thig clinic/corporation does meet the definitionestablished for
sarticioation ind dees Seredy dgree to abide by al} m'es, ‘~2qulations, policies
andprocedures pertaining €0 the clinic/corporation re:mbursement system.

2. !n zongideration 3f aporoved services readersd to %itle IIY cecipients
ceritiag Sy e ‘en%ulty Yedical Assistance Program, the Tabinet for Ain¢a
Tegaarces, ceparcmeat for Yegicatd Services ijrees, Sudlect t3 the avarlability
af fecerdl 44 124%e f.o2s, %3 cermbyrse the CrIv:er 'A CIJFI4CR a1lh
careant scpitzine ‘2iecyt 4~ state laws, ciles a~d ragutations 3nd Solicres
of tse animgr ‘ar -_=3a Sesa.vces, “pyment s™all e -ase nly L2000 recerpt
2f Joprocriate D117 0ass ae3 cerarvs as Drescried Sy the Iadtrel ‘or “wten
Jegz roes, Tevartmert i Mest:oytd Senvices.

TRANSNITTAT 717 AFFENDIX III-A, Page 2



APPENDIX III-A

(ARINFT FOR HUMAN RESOURCES
LEPARTNENT FOR MEDICAID SERVICES

HOSPITAL SERVICES MANUAL

FROVITER AGREEMENT (NAF-343)

MAP-343 (Rev. §/86)

3. Eftheroarty shallhavethe right tO temingte thig dgree-ent st any
time ypon 30 days' eritZen aotice served upon the ather sarty Sy ceri fted or
registered na)l; proviced, however, that the Cabtaet for “uman Yesources,
Desartment for Medicad Services, may terminate this igreement ‘=aeciytely 'or
cause, or ingccordance with federa) requlations | ypon written notice served
upon the Provider by registered or certified nail with return ® e:el)t -equested,

4, in the eveat Of d chinge Of ownership of an  SNF, iCF, or [I5°wr/7p
facility, the labtnet for “uran esources agrees to autamatically assign ohig
dgreement 20 the neéw dwnef in sccordance with 42 7FR 442,14,

S, Inthe event the named Provider in this agreement 13an SWF,

ICF, er ICF/R/DD this agreement shall degin on L 19, with

conditiona) termination an L1, endsmallautavtically

termina te on 18, unless the “acility is ~ecertifieg
1naccerdance with dpplicable requiatTons and polrcres.

2CVIXR CABINET IR wiwaN 323TIQC
SEPSRTMENT FIR (T :

8Y: BY:

NAME : NAME
TINE:
DATE :

TRANSNITTIAL #17 AFFENITX TII-A Page 3



AFFFNDIX III-B

CABINFT FCR HUMAN RESCURCES
IEFARTVENT FOR MEIICAID SERVICES

ROSFITAL SERVICES MANUAL

CERTIFICATICN ON ICEBYING (MAP-343 A)

MAP-343 A
{11/91)

CERTIFICATION ON LOBBYING
CABINET FOR HUMAN RESOURCES
DEPARTMENT ForR MEDICAID SERVICES

The undersigned Second Party certifies, to the best of his
or her knowledge and belief, that for the preceding con-
tract period, if pny, and for this current contract period:

1. Ho Federal appropriated funds have been paid or will
be paid, by or on behalf of the undersigned, to any
person for influencing or attempting to influence an
offlcer or employee of any agency, a Member of Con~
gress, an officer or employee of Congress, or an em-
ployee of a Member of Congress in connectionwith the
awardlng of any Federal contract, the making of any
Federal grant, the making of any Federal loan, the
entering into of any cooperative agreement, and the
extension, continuation, renewal, amendment, or modifi-
cation of any Federal contract, grant, loan, or ¢ooper-
atlve agreement.

If any funds other thdn Federal appropriated funds
have been paid or will be paid to any person for influ-
encing or dttemptlng to influence an officer or employ-
ee of any agency, a Member of Congress, an officer or
employee of Congress, or an_employee of a Member of

Congress in connection with this Federal contract,
grant, loan, or cooperative agreement, the undersigned
shall complete and submit Standard Form-LLL “Disclo-
.sure Form to Report Lobbying,” in accordance with it8
instructions.

The undersigned shall require that the language of
this certification be included in the award documents
for al}l subawards atalltiers (Including subcon-
tracts, subgrants, and contracts under grants, loans,
and cooperative agreements) and that 2allgsubrecipients
shall certify dnd disclose accordingly.

This certification is a material representation of
fact upon which reliance was placed when this transac-
tion was made or entered into. Submission of this
certification 18 a prerequisite for making or entering
into this transaction imposed under Section 1352, Ti-
tle 31, U.S. Code. Any person who falls to file the
required certification shall be subject to a civil
penalty of not less_than $10,000 and not more than
$100,000 for such failure.

SIGNATURE :
NAME :

TRANSMITTAL #19 AFFENIIX III-B



AFFENLDIX IV

CARINET FCR HUMAN RESQURCES
DEFARINENT FOR MEDICAID SERVICES

HOSFITAL SERVICES NANUAL

FROVIDER INFORMATION

Fach hospital shall comﬂlete a Frovider Information form (MAB-344) and subnmit
it as requested. Any changes in subnitted infornation are to he reported in
vriting te Provider Fnrcllment, Department for Medicaid Services as the
changes occur.

INSTRUCTIONS FOR COMPLFTING THE FROVIDER INFORMATION FORM (NAR-344)

1. Inter the name of the facility as shown on the facility license and the
county of location.

-3. [Enter mailing address.
Enter telephone nunber, including area cade.

Enter the name of the persom, agency or corperation te whan payment
is te he nade.

6. If address of payee is different from facility as listed on lines 2-3,
enter the address of payee.

7. Inter Federal Fuployer I numher.

8. Nat applicahle.

8,  Enter number as shown on facility license.

10. Enter name of the facility licensing heard.

11. Enter original facility license date of the present ovner.

12. [Enter previder nunher assigned by the Nedicaid Program, if known.

13. [Inter Euspital Medicare provider nusker, if known.

14. (heck the applicakle types of practice orgamization structure.

15. - 16. Net applicahle.

17. Enter the mawme of corporation owning the facility, address and telephaone
nunher of Home (ffice. Give names and addresses af corporation officers
(attach a continvation sheet if necessary).

18. Enter names and addresses of partmers in a partmership (attach a
continyation sheet if necessary).

19-21, Mot applicakle.

22, (heck anly ane hlock under this sectionm.

23. Enter the fiscal year emding date as established by the facility.

24-28.5elf-explanatory.

29. Self-explamatory;add continuation sheet if additional space is
necessary.

30. Enter the name and howe office address of the firm namaging the facility
if different from owmership.

31. Self-explanatory.

e e BN
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APPENDIX IV

CABINET FOR HUMAN RESOURCES
DEFARIMENT FOR MEDICAID SERVICES
HOSFITAL SERVICES MANUAL

FROVIIER INFORMATICA

32. Enter the numher of licensed heds, as shawn on license far their
corresgonding acute care, and taotal heds certified under Title XIX.

33. Not applicable.

34. Self-explanatory. If additional space is needed, use a continuation
sheet.

35. Net applicable.

36. Not applicable.

37. [Enter signature of person authorized by facility tao submit infermatien.
Type or print name of autherized person below the signature with his or
her title.

TRANSNITIAL 713 ‘ AFFENIIX IV, Page 2



AFFENLIX 1V-A

CARINFT FOR RUNAN RESOURCES
ARIMENT FOR MEDICAID SERVICES
IER BN K 3 ROSFITAL SERVICES MNANUAL

FRCVIDER INFORMATION (MAF-344)

MAP-344 (Rev. 3/91)

Kentucky Medicaid Program

Frevider Infarmation

(Name) (County)

(Lacation Address, Street, Route No, F.0. Kox)

(City) (State)

(0ffice Phone# of Frovider)

(Pay te, [n care of, Attention, etc. IIdifferent fron abave address.)

Fay to address (If different fron above)

. federal Fuployee ID Na.

. Secial Security Na.

. License Ne.

10. licemsing Board (If applicable):

11. Griginal license date:

12. Rentucky Medicaid Provider No. (If known)

13. Medicare Provider No. (If applicable)

14. FPractice Organization/Structure: (1) Corparatian
(2) Partmership __ (3) Individual
(4) Sole Freprietorship (5) Fublic Service Corporaticm
(6) Estate/Trust ___ (7} Government/Ron-Profit

15. Are you a hospital based physician (salaried or under comtract
by a baspital)? yes ne
Name af hespital(rx)

TRANSMITTAL #19 AFFENTIX IV-A, Tage T



AFFENIIX 1IV-A

C(AFINET FOR EUNMAN RESOURCES
DFFARTINENT EQR MEDICAID SERVICES
BOSFITAL SERVICES MANUAL

FROVIDFR INFORMATICN (MAE-344)

. If group practice, nuwber of providers in group (specify provider type):

. }f cerporation, name, address, and teleghone number of corporate office:

Telephane No:

Nawe and address of officers:

. If partmership, nawe and address of partmers:

. Natiomal Pharmacy Na. (If applicable):
(Seven-digit nuwber assigned by the Natiomal Council for Prescription Drug

Prograns.)

. Physician/Professional Specialty Certification Board (subxit copy of

Board Certificate):
st Date

2nd Date

. Nawe of Climic(s) in which Pravider is awewmber:
1st

2nd

3rd

4th

. Control of Medica) facility:
. Federal State __ County __City
T CharitabTe or religious
. Proprietary (Privately-awed) _ Gther

TRANSMITTAL #19 AFFENDIX IV-A, Page 2



AFFENDIX IV-A

CABINFT ECR BUMAN RESCURCES
DEPARTVENT FCR NEDICAID SERVICES
BOSFITAL SERVICES MANUAIL

PROVIDER INFCRMATION (MAR-344)

. Fiscal Year End:

. Administrater @ Telephone Na.

. Assistant Adminm: Tel ephone No.

. Comtraller: Telephane Ne.

. Indepemdent Accountant or CPA:
Telephone Ne.

. If sele proprietorship, vawe, address, and telephome mumber of ownmer:

. If facility is govermmwent Owned, list names and addresses of
board members:

Fresident or Chairwan of Hoard:

Member:

Mexher:

. Manpagement firm (If applicable):

. Lessar (If applicable):

. Distribution of beds in facility:
Total Kemtucky
Total licensed Medicaid
Certified Beds

Acute Care Hospital
Psychiatric Haspital
Nursing facility
MR/DD

. Nf or MR/DD avwners with 5% or wore ownership:
Name Address ¥ of Ownership
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AFFENDIX 1V-A

(ARINFT FCR BUNAN RESCURCES
IFFARTINENT F(R MEDICAID SERVICES

BOSFITAL SERVICES NANUAL

FROVIDER INECRMATICN (MAE-344)

. Institutiona} Review Committee Members (If applicable):

Providers of Transportation Services:

Nutber of Anbulances in Gperatiom:

Nuwber of Wheelchair Vans in Operatiom: ____

Basic Rate § (Includes up to ___ miles)
Per Mile $ Oxygen

£xtra Patient 3 Other §

. Bas this application been completed as the result of a change of ownmership of a
previously enrolled fledicaid provider? yes no

Pravider Authorized Signature: I certify, under pemalty of law, that the infor-
ration given in this Information Sheet is carrect and cowplete to the best of

vy knowledge. | ar aware that, should investigatiom at amy time show amy falsi-
fication,| will be considered for suspension from the Fraogram and/er prasecu-
tion for Medicaid fraud. | hereby autherize the Cabinet for Human Resources te
make all necessary verifications concerning we and wy medical prictice, and
further authorize and request each educational institute, aedxgal/hcensg hoard
or organization te provide all infermatiom that mdybe SOUQht 10 connectron
with my application far participation in the Kentucky Medicaid Program.

Signature:

Nape:

Title:

Return 31l enrollwent fonns, changes and inquiries to:

Medicaid- Pravider Farallwent
Third floor Fast

275 Fast Main Street
frankfort, KY 40621

INTER-OFFICE USE ONLY

License Nuxber Verified through (Enter Code)

Comments:

Date:

B LY R e T R R LA A CART AT e T M 4 e 2 e g T LG e et e e T e T
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AFPENDIX V

CABINFT FOR HUMAN RESOURCES
DEFARTVENT FOR MEDICAID SERVICES

BOSFITAL SERVICES MANUAL

STATEMENT COF AUTHQRIZATION (MAR-347)

MAF. 347
(02/86)

KERTUCKY WEDICAL ASSISTANCE PROGRAM
STATEMENT OF AUTHOR]ZATIOW

{ Mredy deciare that X.

{Licensead Professiomal)

2 duly-licomed , have antered into &

contractual agreament with

ICTinic/Corporation ar Facliity Vame;

(CTty, state, § 11p Lode)
to provide professtomal services. 1 authorize paymest to

{Clinic/Camporstion or Factiity Name)

from the Kentucky Nedicsl Assistanca Program for coversd services drovided by e
end 3oecified by the critaria of our comract. | understand that 1, personally,
cannot Bi11 the amtucky Medical Assistance Program for any service thgt 1s

reimdursed to

(CTInTc/Cormorstion or Fac' 1ty Nase)
48 part of our comtractual agreament, and that | om solely and completely ~esponsidie
for 311 Kentycky Medica) Assittance Progrem documents submitted by this emcloyer
1n ay nase for services | proviged,

STonacure of Professiona’ Oate Stgned

[Tcemae and/or Lertification Kumber apecialty

Soctal dSecurity Number

oyer [antiTication

¥ Provider Rumber of
Citnic/Corporstion or Facility
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APFENDIX V

CABINET FOR HUMAN RESOURCES
GEPARTMENT FOR MELICAID SERVICES

BCSFITAL SERVICES NANUAL

STATEMENT (F AUTHORIZATION (MAFP-347)
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AFFENDIX VI

CARINFI FCR BUMAN RESOURCES
DFFARIMENT FCR MELICAID SERVICES

HOSPITAL SERVICES MANUAL

CERTIFICATION FOR ABORTION OR MISCARRIAGE (MAP-235)

CERTIFICATION FORM FOR INDUCED ASQRTION
OR INDUCED MISCARRIAGE

I, , certify that on the basis of my
Physician's Name

professiond] judgment, the life of

Patient's Name

at
MAID ¢ “Patient’s Address

would be endangered 1f the fetus were carried ta ten. I further

certify that the following procedure(s) was medically necessary te
Induce the adortion ar miscarriage.

(Please in¢icate date and the procedure thatwas perforumed.)

Physician Signatyre

License Numder

Date

MAP-235 (7/78)
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AFPENDIX VII

CARINFT FOR HUMAN RESOURCES
DEPARIMENT FOR MEDICAID SERVICES

HOSEITAL SERVICES MANUAL

CERTIFICATION FOR FREMATURE BIRTIH (MAF-236)

CERTIFICATICN FORY FOR [HOUCED PREMATURE BIRTH

{, - , certify that an the basis of
Fhysicrrn's Nane

my professiona) judgement, it was necessary to perform the following

pracedure on to induce premature birth intended to
Date

praduce § live viable child.

Procedure

This procedure, w&$ necessary far the health of

kdne of Motiner

of
MALD ¢ Adorers

and/or her unbern ¢hild,

Physician’s Jignature

Name of Paysician

License liunper

MAFP-236 (7/78)
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AFFENRIX VI II

CABINFI FOR HUMAN RESOURCES
DEFARTMENT FOR MELICAID SERVICES

BOSPITAL SERVICES MANUAL

STERILIZATION CONSENT FORM (MAR-250)
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APPENDIX VITI-A

CARINFT ECR HUNAN RESCURCES
DFPARTVENT FOR NEDICAID SERVICES

BOSFITAL SERVICES NANUAL

CONFIFIION CF "CONSENT EQRM," (MAP-250)

Conpletion of "Censent Form," NAF-250

1.

Purpaese

Federal regulations (42 CFR 441.250-441.258) require any individual heing
sterilized to read and sign a federally approved comsent form with
infornation about the procedure and the results of the procedure. Form
MAP-250, "Consent Forn" or amether form approved hy the Secretary of
Bealth and Buman Services, preovides this documentation and Progran

policy requires that it he signed h¥ the recipient, the person ohbtaining
the consent, and the physician. Reler ta Section IV for Progran

policies pertaining te sterilizations.

General Insturctioms
The "Consent Forn" (NMAP-250) is a 5-part fornm.
All hblanks shall he conpleted.

The feollevwing individuals er offices shall receive a copy of the
conpleted NAF-2530 farm:

-the surgecn, to attach te the surgeon's clain form;

-the assistant surgean, to attach to the assistant surgeon's clainm
form;

-The anesthesiologist, to attach to the amesthesiclogist's clainm
form;

-the hespital, te attach to the hespital clain form; and

-the recipient.

Additional cepies of the completed MAF-250' ferm shall ke nade for
documentation purpeses, if necessary.

Attach the signed and dated form NAF-250 hehind the corresponding clain
forn and subnit for processing.

TRANSMITTAL #17 A -7, Tage



AFFENDIX VIII-A

(ARINFT FOR HUNAN FESOURCES
DEFARTNENT FOR MEDICAID SERVICES

HOSFITAL SERVICES MANUAL

COMFIFTICN CF "CONSENT FORM," (MAP-250)

MAF-250 forns can be ordered from:

Departnment for Medicaid Services

(HR Building, 3rd Floer EFast

275 Fast Main Street

Fraokfort, KY 40621

3.  Detailed Instructions for Conpletion of Fornm

INPCRTANT:  The recipient's current Kemtucky Medical Assistance
Identification card shall be checked for 1) date of birth (remenmber
recipient shall he at least 21 years of age at the time comsent is
given), and 2) te assure sex code is correct (1 male, 2 fenale). The
clain will be denied if the sex code on the eligibility card 15
inappropriate for the procedure performed.

a. Cansent to Sterilization

Enter the name of the physician or clinic who expects to perform
the procedure.

Enter the name of the procedure te be performed.

Enter the birthdate of the recipient.

Enter the name of the recipient.

Enter the name of the physician expected te perforn the procedure.
Enter the method of sterilization.

The recipient signs the form.

Enter the date the recipient signs the farn.

Race and ethnicity information may be designated by checking the
apprapriate black.

TRANSMITIAL #17 -A, Fage



APPENDIX VIII-A

CABINET F(R HUNAN RESQURCES
DEPARTMENT FOR MEDICAID SERVICES

HOSPITAL SERVICES MANUAL

COMPLETION OF “CONSENT FORM,“ (MAE-250)

b.  Interpreter's Statement

If appropriate, complete this section at the same time the above
section is conpleted.

Enter the language used to read and explain the form.
The interpreter signs and dates the form.
c. Statement of Ferson (htaining Consent

This section is conpleted at the same time or after the ahave twe
sections are completed.

Fnter the recipient's name.
Enter the procedure name.

The persan chtaining the consent reads, signs, and dates the form.
This date shall he on or after the date the recipient signed.

Enter the name and address of the facility or office of the persom
ahtaining consent.

d.  Fhysician Statement

This section is completed at the same time or after the procedure
is performed.

Fnter the nanme of the recipient and the date of the sterilization.

Fnter the name of the praocedure perfornmed.

TRANSMITIAL #17 AFFENLIX VIII-A, Page 3



APPENDIX VIII-A

CABINET FCR HUNAN RESQURCES
LEFARTINENT FOR NMEDICAID SERVICES

HOSPITAL SERVICES NANUAL

CONFLFTION (F "CONSENT ECRM," (NAP-250)

If the sterilization was performed less than 30 days but more thanm
12 hours after date of the individual's signature on the Canmsent
Farn, check the applicable black and provide the infermation
requested.

In the case of premature delivery, enter the expected date of
delivery. The expected date of delivery shall be at least 30 days
after the individual's signature date.

Ifthe procedure was performed as a result of emergency abdominal
surgery, enter a brief description in the designated area of the
Consent Form, or attach an operative report ta describe the
circunstances.

The physician whe ?erfurmed the procedure signs the form. The
actual signature of the physician is required.

Enter the date the physician signs the form. This date shall be an
or after the date of the surgery.

TRANSMITIAL #1/ ATFENITX VITI-A, Tage 4



APFENDIX IX

CABINFT FOR HUMAN RESOURCES
CEPARTMENT FOR MEDICAID SERVICES

ROSFITAL SERVICES MANUAL

BYSTERECTCNY CONSENT FORM (MAF-251)

MAP.251 COMMONWEALTH OF RENTUCKY
{3.79) DEPARTMENT FOR HUUMAN RESOURCES

BURLAU FOR SOCIAL INSURANCE
HYSTERECTOMY CONSENT FORM

NOTICE: YOUR DECISION At ANY TIME NOT TO HAVE A HYSTERECTOMY WiLL NOT
RESULT IN THE WITHDRAWAL OR WITHHOLDING OF ANY BENEFITS PROVIDED
BY PROGRAMS OR PROJECTS RECEIVING FEDERAL FUNDS.

[ B , hm reguested ind recawved information about
(print or typel

hysersctomies (abdominal snd/er vaginal) from

(narme of attending physician)

I wes informed that 3 hysterectomy is the surgical removasl of the uterus/womb and of the two (2}
methods of performing the procedurs (abdominal hystersctomy and vaginal Rystersctomy).,

1 have been acvised of the type of hysterectomy procedurs {abdominal and/ or vaginal)
that will be pertormed on me. | am aware of the complications that mrv result from the perform-
ance of this surgical procedure.

| was informed that 3 hystersctomy is intended 0 be J permanent/finat and irreversidie pro-
cedure. | understang tat 1 will be unabie to become pregnant of bur childran.

{ cartify that | fuily understand the above and voluntanly conwant to the surgicsl procedure.

Signature of Patient/
Representative

Signaturs of Person
Obtaining Consent

Dats

TRANSMITTAL #FI7— | APPENDTX TX



APPENDIX IX-A

CABINET FCF HUNAN FESOURCES
DEFARINENT FOR MEDICAXID SERVICES

HOSFITAL SERVICES MANUAL

CONPLFTION CF "HYSTERECTONY CONSENT FORN," MAP-251

Covpletion of "Hysterectomy Consent Form," MAP-251

L

Furpose

Federal regulations (42 CFR 441.250-441.258) require any individual
receiving a hysterectomy to read and sign a federally approved comsent
foro with information about the procedure and the results of the
procedure.  Form MAR-251 or ancther form approved by the Secretary of
Health and Human Services, provides that documentation and shall he
signed by the individual receiving the hysterectomy ar her
representative, EXCEPT IN CIRCUMSTANCES DESCRIBED IN SECTION IV OF THIS
MANUAL.

General Instructiens

The "Hysterectomy Comsent Farn" (NAP-251) is a 5-part form.
A1l blanks shall be conpleted.

The following individuals or offices shall receive a capy of the
canpleted NAP-251 fornm:

-the surgean, ta attach to the surgeon's clain form;

-the assistant surgeen, to attach to the assistant surgeon's clain
form;

-the amesthesiclagist, ta attach ta the anesthesiologist's clain
form;

-the haspital, te attach te the hespital clain for; and

-the recipient ar ber representative, for her records.

Additional copies of the completed MAP-251 farm shall he made for
docunentation purpeses, if necessary.

Attach the signed and dated form NAP-251 hehind the corresponding clain
forn and subnit for processing. When a hysterectony is performed an an
individual vwho is already sterile, or vwho required a hysterectonmy
because of a life-threatening emergency, attach the physician's written
certification behind the clain forn and submit for processing.

TRANSMITIAL #17 - age
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— APFENDIX IX-A

CABINFT FCR HUMAN RESCURCES
DEFARIVENT FOR MEDICAID SERVICES

" HOSFITAL SERVICES MANUAL

COMPLETION OF "HYSTERECTOMY CONSENT FORM," NAP-251

MAF- 251 forns can be ordered from:
DeEartment far Medicaid Services
(BF Building, 3rd Fleer Fast
275 Fast Main Street
Frankfort, KY 40621
3. Detailed Instructions for Completien of the Form
Enter the name of the recipient.

Enter the name of the physician previding infermation about the

hysterectony.
The recipient or her representative reads and signs the form.
;/\
. The persen chtaining censent signs and dates the form.

The dates cannot be after the date of the surgery. Flease refer to
Section IV, page 4.5, Item #9 for instructions invelving retroactive
eligihility or enmergency situationms.
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AFFENDIX X

(ABINFT FOR BUNAN RESCURCES
DFPARTINENT EFQR MEDICAID SERVICES

BOSFITAL SERVICES NANUAL

THIRD PARTY IIABILITTY FRCVITER LFAD EFCRN

(REV. 7/91)

THIRD PARTY LIABILITY
LEAD FORM

Recipient Name

Date of Birth 3

Date of Service : To?

Date of Admission: Date of Discharge:

Name of Insurance Company:

Address :

Policy #: End Date:

Date Piled with Carrier :

Provider Name : Provider f:

Comments:

Signature:*

TRANSMITTAL £19



AFFENDIX XI

CABINFI FCR HUMAN RESOURCES
DFFARINENT FOR MEDICAID SERVICES

BOSFITAL SERVICES MANUAL

CERTIFICATION CF CONDITICNS MET (MAF-346)

MAF- 346
(1/92)

KENTUCRY MEDICAID PROGRAM
CERTIFICATION CF CONDITIONS HET
FACILITY-BASED MEDICAL PRCFESSIONALS REMUNERATION
AS AN ELEMENT OF FACYLITY'S REIMBURSABLE COST

This is te certify that each of the Listed licensed medical professionals has entered
iinte financial arrangewents with

(FACILITY NARE)

, for the purpese of providing

(C1TY) (STATE) .
his/her services to patients of this facility, and that currently on file in this facili~
ty is a Statement of Awthorizatien (MAP-347) executed by each of these individuals which
authorizes payment by the Kentucy Medicaid Frogram to

for services provided to eligible Kentucky Medicaid

(FACILITY)
Program recipients.

PROFESSIONAL'S  PROFESSIONAL' S
MEDICARE LICENSE DATE Of
NUEBER NUMBER SPECIALTY FACILITY EHFLOYHENT

SIGNATURE:
NABE:

DATE:

KENTUCKY MEDICAID
Provider{:

. ' NSEOR

TRANSMITIAL #19 AFFENDIX XI




APFENIIX XII

CABINFT FOR HUMAN RESOURCES
IEPARIMENT FOR MEDICAID SERVICES

HOSFITAL SERVICES MANUAL

C1eER  BOSPITALIZATION S1ATEMENT (MAP-383)

MAP-383 (03/87)

CTHER HOSPITALIZATION STATEMENT

This s to certify thdt hospitdlirdtion dt

Name OF Facility

beginning on

Recipient Kame/MAID Number

is not reldted ta the termingl illness of

Date of Admssion

this patient.Charges for this hospital stay shauld not he billedto

the hospice agency but should be billed directly to the Kemtucky Megical
Assistance Progra.

Signed:

Medical Uirector

- Hospice Agency

“Date




AFPENDIX XIII

CABINET FOR HUMAN RESOURCES
DFPARTMENT FOR MEDICAID SERVICES

HOSFITAL SERVICES MANUAL

UNIECRM BILLING FORM (UB-82 B(CFA-1450)




AFFENDIX XIII

CABINFI FOR HUMAN RESOURCES
LEPARTMENT FOR MEDICAID SERVICES

HOSFITAL SERVICES MANUAL

UNIFORM BILIING FORM (UB-82 HCFA- 1450)
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APFENDIX XIV

CABINET FOR HUMAN RESOURCES
IFFARTMENT FOR MEDICAID SERVICES

BOSFITAL SERVICES MANUAL

FROVIDER AGREEMENT ADDENDUM (MAP-380)

MAR-180 (Raw, 04/90)

CABINET FOR FAOMAN RESCURCES
CEPARTMENT R D ICAID SERVICES
RENTOCKY MEDICAL ASSISTANCE PROGRAM

Provider Mreemant Electronic Madia Mdendhus

This xdendm @ the Provider Agremmant (s made and entered into as of tw day
af , 19 » by and batwean the Commrmealth of Kentucky, Cahinet for
Remn Resoroes, Departmnt for Madicaid Services, hereinafter referred t as the

Cabinet, ard

Nams and Address of Providar
hereinafear tefacrel to as the Provider.

WITNESSETH, THAT:

Whereas, Uw Cabinet for Rman Resources, Department Sor Madicaid Services, in
e omrcise of its lawful duties in relation % the adwinistration of the Rencucky
“edical Assistance Program (Title XIX) 18 required by applicable federal and stace
reyulations ad policies to entar ireo Provider Agreemants; and

Whareas, the sove-namal Provider participatas in the Kemmucky Maiical Assistance
Pz (RAP) as o

(Types of Provider and/or leval of Care) {Provider Numter)

Now, therefore, it is hereby ©d hersith mutually sresd by and beovean the
parties hereto as follows:

1. The Provider:

A. Desires to submit claims for services grovided to recipients of the
Kentucky Madizal Assistance Program (Title XIX) via electronic madia
rathmr then via paper foms mreacribed by the XMAP.

AgTess to assm restonsibility for all electronic madia claims,
whethar subnitted dicectly or by an agent.

Ackowiaiges that the Provider's signature on this Agreement Addendun
cormtitutes copliance with the following certification ewuired of
each individual claim trarmniteal by electronic msdiag

*Mis {s to cartify that the tranmmittad information is tyus, acou~
rata, and coplets and that any subseqent trarsactions dhich alter
mwmmmmmxumnummm b4
undarstand that peymant ard satisfaction of these claims will be

o Federal ad Stats furcds and that any falss claime, stateverts,
ot docamnts or Xrcealrent of a material fact, mey te prosecutad
wdar pplicable Pedaral arxd Stats Law.”

NSMITTAL #17 APPENDIX XTIV, Page 1



APFEALIX XIV

CAEINFT FOR BUMAN RESOURCES
DEFARIMENT FOR MEDICAID SERVICES

HOSFITAL SERVICES MANUAL

FROVIDER AGREEMENT ALLENDUM (MAER-380)

MAP=380 (Rev. 04/90)

Page 2
D.
E.

L

Agress to use BMC subwittal proosdures and record layouts as defined
by the Cabinet.

Aqress to refurd any paywants vhich resilt from claims teing paid
insprropcistely or inaccurately.

Acinowsledges that uon scomptance of this Agreement Addendum by the
Cabinet, s3id Adderdus tmcoms part of the evicusly executed Provider
‘Agresmart:. All provisions of the Provider Agrestent remsin in forem.
Agross to refund o the Stats the ocesting fee incurred for mrewmwe

3ig any electronic medis billing siwatted with an error rats of 25%
or greatar.

2. The Cabinet:

A,

igreas t accept electronic madia claime for services performad by ‘ )
this mrovider and to reumburse the xovider in accordance «.th estab- S’
lished molicies.

Agress t© assign © the provider or its agert ¢ ccie % ensble the
media o by xocessed.

feserves the right of hilling the provider thw rocessing fee incurred
by the Cabinet for al] claums almucted by any electroruc media dilluy
that are fourd to have 4 25\ or gTwatar erToxr Cats.

Bither party shall have the right to tarminate this Adderdum on written notice

withoue cause.

PROVIZER

BY

CABINET fCR UMAN RESCURCES
Deparchent for “erlicaid Services

24

.Sx;u:nn of Provider

Signature of Aut’orized Jfficial
or Designee

TRANSMITTAL #17

APPENDIX XIV, Page 2



APFENLIX XV

CABINET FOR HUMAN RESOURCES
DFFARTMENT FOR MEDICAID SERVICES

HOSFITAL SERVICES MANUAL

AGREENENT BEIVWEEN KNMAP AND FIECTRONIC MEDIA BILLING AGENCY (MAP-246)

' Agreament Betwaen the
Eantucky Nedical Assistance Progras

ane .
Clectrenic Nedia B111ing Agency

This sgremmmnt regards the sullission of claims via slectronic mdis ts
the Kentucky RMedicsl Assistance Program,

™ —_— Ns
<Ramn of Biling Aqency)

ontaved ints ¢ cantract with

(Kame oY Pryvider)
. 0 submit clatms vig electronic méts for
v r \d
STVICes previend ta INAP rciptents. The M1V1ing sqency agrees:

1. Vo safequard tnformntion sbout Progras recipients as remuired by
St ind Yedaral lews and requiations;

2. To mintats o recerd of 011 ¢clates suamittod for paymsat for o
peried of at lasst five (3) gears;

3. To subwit claim 1aformation st directad by the provider, underttanging
the subission of an glectrenic madts claie is & clais for Redicyie
PAyRNt and tAAT ary DETIOR whe, with (ntent te defraué or deceive,
BARES, OF Coutds te Do asde or asstets In the preparation of 4ny
false statemmnt, misrypresentation or amtssion of 4 astartal fact s
any clotm or application for any peyemnt, -egardless of amount,
trowing the sams to De false, 18 subject v Ctvil and/or crimingl
sanctions undnr applicable stata and fecera! ttatutes.

4. To matntate en P11g an sutherired sigriture fram the provider,
suthorizing all B11l1ngs submitted 13 the DMVP gr 1t8 agents.

The Oepartamnt for Medicaie Servicas dgrees:

3. To asstign o codn ta the Billing aguncy ts enadle the madfa to be
- processed;

2. Te reimburis the provider 1a sccordance with as2ad)fshed solicies.

This agreement may du tarmindtad upen writtsn notice by sither party
without Cause.

hature, rized Igent o

Tmature, Yesrrientative of cha
Oepercmat for Redicaid Servicas

ute

‘
TRANSYITIAL 817 APPENDIX XV




AFFENDIX XVI

CABINFT FCR HUNAN RESOURCES
" DEFARIMENT FOR MEDICAID SERVICES

BOSPFITAL SERVICES MANUAL

RENITIANCE STATENENT

AS OF 8/10/90 KENTLEXY MEDICAL ASSISTANCE TITLZ XIX REMITTANCE STATEMENT

RA NUMBER 002844811 )
RA SEQ NUMBER [ 1] GENERAL HOEPTTAL

PROVIDER NLMBER
CLAIM TYPE: INPATIENT SERVICES

* PAID CLAIMS *

INVOICE - RECIPYENT TMENTIPICATION -  INTERNAL DATES OF TOTAL
NUMBER NAME CONTROL NO. SERVICE CHARGES

3

0269153 JONES D 9890211 -A68-290 052990-052890
01 REV QL 120 1 052490-1%2990

02 REV COE 250 052890152990

3
03 REV OO0 270 : 052R90-052990
Y.

N4 REV 0L 300
05 Re2v CcopE 500

0%2890-n529%0
0528%0-n52990

=~ RN Ny
=N - -]

CIAIMS PAID IN THIS CATEGORY: TOTAL SILLED: YO PAID:

TRANSNITIAL #17 APFENDIX XVI, Page 1l



APPENDIX XVI

CABINFT FOR HUMAN RESCURCES
IEFARINENT FOR MEDICAID SERVICES

HOSFITAL SERVICES NANUAL

REMITTIANCE STATENENT

KIIUCKY MEDICAL ASELSTNACE TITIS KIX ASCTINGS SOIREMT

N, PTOL
WOVRER Al

* PALID CLALINS °

QA
. ]

UKL € 41130%MO 10%0150-700-043  0308%0=0309%
/R 31 2 030890=0500%¢
o3 ] 050890030990

m 030890030090

#1000 050890050890

br 05089003 00%
%0 030830-030890

" sa
8

cosssoo
S888388

stparsl
AuBAALE
b d-39-7.%. 3

b.‘ —
ol
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APPENDIX XVI

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

HOSPITAL SERVICES MANUAL

REMITTANCE STATEMENT

‘peRIBsO CLAIRS

DITIRAL QA
COL 1. T ods

T W127007M $4901)9-066- 250 0424%0-047790
123 D 042¢90-042790
042490043790
0424%0=042790
042¢%0-042790
042490042790
042490-043790
0424%0-042790
042¢90-0427%0
042490-042790
04249%0=042790
042430042790
042490042790
042490-04279%0

1 G0/822 0L/022 02/022 03/022 0L 04,012 05,022 07/023 08031 09,023 10182

.
g
b
5
cal Ea

o
-
3141 J

no
mn
01
02
05
306
bl 2J
-1
L 4
”?

CECES8SRIEES
330388333338
9999999349333
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AFFENDIX XVI

CABINFT FOR HUMAN RESQURCES
DEFARINENT FOR MEDICAID SERVICES

HOSFITAL SFRVICES MANUAL

REMITIANCE STATENENT

M o 402/% SRRIXY MDICL MSITTNCS TTHL X1 ABCTINGE SO

A LA 002272083
MR D - . GFERAL KEPITAL

MOV el
CLAR TOPRS QUIPATIEBG SERVICNS
‘OCNIBD CLALIRS

INDICE - AIVI? DDOTPICRTION - DIFSWaL QAN
am e SNC DR

1006233 042590-04 2590
omi o 04259004 2590
042590042990
042390=04 23%
04239004299
042990-0429%0
042990-0429%0

E.833Ed
ETELTT T

KLICYARD 1 IU94-11-002 FLICINO-vE: MDOT TR
DIRINCE . ' AXIRE: ?.0. KX 3060 1 ED¢ . 93 300
ARLDCTE, TR 764110000

QA BUCRS: 00281 /28 G130 TI/38) V2Rl 0A/28) 0d/20)

TKANSMITTAL #1/ AFFENIIX XVI, FPage &



APFENDIX XVI

CABINET FOR BUMAN RESQURCES
DEPARTMENT FOR MEDICAID SERVICES

HOSPITAL SERVICES MANUAL

REMITIANCE STATEMENT

AS OF 0t/08/84 KENTULKY MEDICAL ASSISTANCY TITLE III ROAITTANCE STATDEAT

R NMBER PROVIDER ¥AE
Ra SEQ lamsel EH . PICVILEA mamitER

CLAIN TYIPE:  IKPATIONT SERVICES
¢ QAU (B PSS @
INOICE ~RECIPIENT ILENTIFICATIONS INTERNAL LATES &F TOTAL
AUHBER nAnE WrDER LONTIR, 0. Shhvick Guects

816270 €oen $ SE1801118)  988) 12051077 09/G2/82 00,10
§31784 %ot 4 1232160977 9CB1N20.a51-050 w)/02/83 0.0

CLAlKS PENDING (B THIS CATECORY: 2 TOTAL BILLED: ou.00

TRANSMITTAL #17 APPERDIX XVI, Fage 5



CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

APPENDIX XVI

HOSPITAL SERVICES MANUAL

REMITTANCE STATEMENT

AS UF 01/00/R%

A e

fA SL0 B ]
QAN TYPE: OUTPATILNT SEXVICES

ol
et

1870 oo s
a7 W 4

QANS PIXOIKC |8 THIS CATEQRY: 2

~RECIPIENT IDEXTIFICATIONS
A MILAR

JUTERRAL
CRITaOL

SSUDINIAY 9881320061037
WA wBIN2eM 1050

TOTAL SILLED:

KITUCKY ADICAL ASSISTARE TITLE XIT MNITTANCE STATDGNT

PRV IDER ENG
PIUYIOER WMD)

S QA I MO *
nume o
v

0)aen)
€3%83

0.0

TOTAL
ouwsas

Q0.1
600 .00

AYCMITTAL #17
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AFFENDIX XVI

CAEINFTI FCR HUMAN RESOURCES
LFPARTMENT FOR MELICAID SERVICES

BOSPITAL SERVICES MANUAL

REMITIANCE STATEMENT

AS OF D1/06/34 FRUTUCKY SZDICAL ASSISTAMCE TITLE X1X MOUTTARCE STATDELT
& weens PROV 1 DEX
84 SaU MeBEN 2 POVIDA 3.:
CLAIR TYPE:  INPATIENT SEXVICES
® ETUtL QAN ¢
INWOICE  -ALCIPIENT IDENTIFICATIONe  (XTCRMAL LAlm
“rets AN T astas. 1, SYC LaATE
212601 SALDM J 31060V 88 32004 1000 oy
TOTAL CLAINS AETURMD 1IN TiIS CATECONY: §
CQLAIS PATENT Suoewry

QA QAlG W ITMELD AT Y OZLIT T oy
PAID/LERIED T PO NP Lt BT ant T

CUKRLAT PROCESSED 750.%0 0.00 750.W .08 ™.D
WARTUQATE TOTAL cn 1148%0.® S0 120,00 0.0 LALK N -]

TRANSMITTAL #17 APPENDIX XVI, Page 7



AFFENDIX XVI

CABINET FOR BUNAN RESCURCES
IFFARTIMENT FOR MEDICAID SERVICES

BOSFITAL SERVICES MANUAL

REMITIANCE STATEMENI

A3 F 01/0L/88 KUTUCEY MG ASSISTMCE TTTLE S1T AONITTASCE S1ATORNY
W auwen 2 i g
QAR TYFE: QUTPATIONN sDviQs
$ wTuned Qufes
1ot HECIPIENT JOENTIFICAT I INTLARAL -F Y]
[T 3] L gl CaTRL O, W aTE
112604 SALDN J 3106038 98K I12-4S 1000 100083
TOTAL QLAINS METURNED IN THIS CATEXOXT:
CQANGS PATNENT SUeuRY
QAUS WM WT Y CREDIT  MET 1099

Qalns
rajo/TERIED rO MY ot SCUNT Ut 4Nt

CURRENT PRUCISSED ) 190,00 0.00 1%, 0.00 140,00
TEAN-TU=QATE TUTAL () ] 11480.00 50.00 1nap.a 0.0 11230.00

TRANSMITTAL 817 AFFENITX XVI, Fage §



AFPENDIX XVI

CABINFI FCR HUMAN RESOURCES
DEFARIMENT FOR MEDICAID SERVICES

HOSFITAL SERVICES MANUAL

REMITTIANCE STATEMENI

M NIBZR 002272885
M wes

CQAD: TYPE. DIPATIENT CROBBOVERS

* PAID CLAINS ¢

INMOICE « RECIPIENT IDDNTIFICATION - INTERNAL QA ORXLCT OISR,
WRR  WNE L ] CONTYOL 1. S OXE NN NONT

3408953 ADCOCR A 6024696138  9090146-211-000 041390-0410%  992.00 0.00

ol 1 ”)x 2] orY 1 041190041890
MEDICARE PAID DATE 051090 0.00

4297172 omIN L 6075017353 96901 46=810-250 030990-0220%0 592.00

ol 1 e ¢ o o 1 020990-0220%0
MEDICAME PRID DATE 032990 MEDIOWE APPROVED ACINT

IEDICONE PALD MO

QADES PAID 1N THIS CATRXWY: TOBL A0 3,260.00 TID, I

TRANSHITIL 7l e N PPEND T AP =Page §



AFPENDIX . XVI

CARINFT FOR HUMAN RESCURCES
DEPARTVENT FCR MELICAID SERVICES

HOSFITAL SERVICES MANUAIL

REMITIANCE STATENENT .

AS QF 6/02/%0 KINTUCKY MEDICAL ASSITDWCE TTER KX RDCTINCE FIXIOENT rMGe &0

RA NPOR 002272806
M SE) NDMRER n GRERAL HEPITAL

FOVIDER MOGER 01234387
QAN TYPR: DPRTINT SIRVICES
* ADJSOUSTED CLAINS o

INOICE - RECIPIENT IDENTIFICATION »  DITERNAL DATES P TODL
A we WORR CTRCL. WO, W NG

0490935
ot ADIUSDENT TO CLADS 9090076416330  CRICDALLY PAID (R $320%
FOR RECIFIDNT  SCHROADER 734
FOVIDED  0L1690-012290  RULED NCINT: 2811.23 MAID MCONT:  4037.%6
O W CLALS 90135~301-130

SOSOADER € 406234704 S090135-301-130  011690-012290 2811.2)
1 oo oY C1169%0-01229C 2076.00
0116%0.0122% 187.
011690-012290 24.9
011690012290 .
011690012290
011650-0122%0
0116%0-0122%0
011690-012290
011696012290

k

o0ocbocOOS
poeoeeosn:
B88S88388%

TP
888828888

o
02
(2]
04
0s
[ ]
07
[ ]
0®

KV xR
ARV Qe
REV DX
AEV Qe
v ane
REV QIR
REV OXR
RV Qe
RV Q0e
QADS

LLELLLLL)
g el el v

E

77.08 AL D 7.17.08
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APPENDIX XVI

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

HOSPITAL SERVICES MANUAL

REMITTANCE STATEMENT

AS OF R/10/90 RENTUCXY MEDICAL ASSISTANCE TITLE KIX REMTTTANCE STATEMENT

RA NUMBER 002844812
RA SO NUMBER 40 GENTRAL HOSPTTAL

. PROVIDER NUMBER
CLAIM TYPE: INPATIENT SERVICES

*HMASS ADIJUSTMERTS ¢

*0¢ ADJUSTMENT TO CLAIDM 98892708603). CRIGINALLY PAID ON 101189
POR RECIPIZNT DUNN ID  RECTPY
PROVIDED  081989-082889 BILLED 7,%51.24  PAID 2,475.99
*0% NEW CIAIM 90221-02-045

0000000 DN I 6090221-302-04S  O0R1989.N82889 7,9%1.24

21 REV ODE 110 qQry 9 0R19A3.0820889 1,620.00

72 REV CIDE 250 TY 342 0A1989-082889  2,945.00

03 REV CODR 270 oY 9 OR1989-0820889% 792.34

04 REV ODE 402 QY 1 0R1989-1R2889 190.00
qary

0% REV CODE 410 32 081985-082889  2,803.90
0007002

TRANSMITTAL #17 APPENDIX XVI, Page 11



AFFENDIX XVI

CABINET FOR HUMAN RESQURCES
DEFARTMENT FOR MEDICAID SERVICES

HOSFITAL SERVICES MANUAL

FENITIANCE STATEMENT

A OF 6/02/% FEVTUXY MEDICAL ASSISTACE TITLZ XX ARGTIANCE STNIDWENT

M MMEZR 002272606

s e 7 - GRNERAL SOSPTTAL
CAD TR PINNCIAL TTRE oV aem

*PINANCIAL ITERS *
RCIP NN MXE  AEFERACE IO! CONTRL O T DA QUG N MCIN L APVLUD ME NIV WAL

406234734 120109 9.967“16]” 9153732790  0604%0 56 0.5
REIUPMENT » THIS MOUNT IS HITHMELD PROM YOLR OBX

0000000000000 9063617020 060190 8086l 089.61 siss.
PADENT NMCINT ADED TO XADS PANENT n-a

FPENDIX XVI;Page 1
TRANSMITIAL if17 B 9



AFFENDIX XVI

CABINET FOR HUMAN RESOURCES
IFFARTMENT FCR MEDICAID SERVICES

BOSFITAL SERVICES MANUAL

REMITTIANCE STATEMENT

KENTUCXY MECICAL ASSISTANCS TTTIZ KIX REMITIWES STRINMINT

GENBRAL ORPTTAL
FROVIDER NOMRAIR

*SURNARY OF BBASPITS PALID®

KX MO®ER 3792348

WITHMELD NET PAY T 109
” 8 NONT NONY LMY

CURRENT PROCESSED 358 $26197.28 16337.44 5100s9.u 310059.84
YEAR-TO-DATE-TUTAL 21441  1872901.18 213568.48 3299332.90 1299132.%

DESCAIPTION OF DXPLARCION CCDES LISTD AKVE
TOTAL DAYS 00 1OT SOUAL THE DIPFERBCE BZTWESN FRO4 AD 10 DATYS.
COVERED DAYS ARE NOT ROOAL TO ACCOMMTATION ONTTS.

CAM SUBGTTED FOR INGRATIONAL PURFGSE ONLY. 10 PADRNT 1S 10 22 WACS.
CIAD DENTED. RESUBIT ND ADJUSTMONT (N REZATED PAID CLAIM.

TRANSMITIAL #17 RPPENDIXXVI, Page 13



AFFENIIX XVII

CARINFT FOR HUMAN RESOURCES
DEFARTMENT FCR MEDICAID SERVICES

BOSFITAL SERVICES MANUAL

FROVIDER INQUIRY FORM

PROVIDER INQUIRY FORM

£08 Digsse ramii Dotk
PO 8oz 2009 . 220143 01 PG InQuiry
Franniort, Ky 40802 Form 1o £08.

-
\ bgvem mrp - 3 Soc g Nomy itewt opn

canss e e
1 gl 2amg n¢ S0P 4 Methts AL oMms Sumaw

1 a0 » Mt
'

! 84 Sme

t Srvew t Verige

Vo

Cow Sromder

TS 181 MRS DOON 70SLDMIIIGE 10r DOSSIG paymeEnt.
wnnemee E0S €31 110G AQ 10CONT B FOCHIBE 01 (M8 CLAIM. $10000 RIDMIL,
e TS C1BIM 3816 ON s ' {16 MMOUAL O meapmem—
— VO 30 "0t Jnderstand (e Aature of your AQuiry. Mease clanty
e €08 SN 120 AQ r0c0rT O rRCHP B 1RIB CIM (A ING aSE 12 MOAING
— TP CILM 288 280 ACCONGING 10 Methcid GuIGeUNES.
RS B Y ETY YL ] U pa—— ) {.] YT

— 8GO CIBIM Bgyment My AL DE MB0E Y07 30PVCES QWX 1T MONRS 0 wiIROWE JI00! INBL ING CIAIM w8S
recoived By BDS within 0ne yesr of the 3810 0 10rwmice: BNG f INQ CLAIM ‘$8CIS. FOU MuBt SAQW HiMely
‘oce9t Oy E0S win 12 Mon(ng Of INST re10CT:On JAte. Ciaimg Myust 09 (0coved By £05 every 12 moring
' 20 CONNCHOQ 1Or J2vMent. .

Qtner
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AFFENIIX XVIII

(ARINFT FOR BUMAN RESOURCES
DEFARTVENT FOR MEDICAID SERVICES

BOSPITAL SERVICES NANUAL

ADJUSTVENT REQUEST EQRM

oo mmmm
8GR 009

mum XY w0sd2

ADJUSTMONT REIAST fomm

N
1. @rig1aal Internal Comtral Bhamer (1.0.8.) o8 o U Y
_ﬁ‘ | W W 1 K W Y 22 1 L 5
N 1ptens Lame 3. Mesipint “wwiteis Aamer
8, Frevieer Amaw REDer/ Miresd o from oot Service N e e

T. Blles e, [ 8, Peis am. [ §, 1.4, ate

lo.rlmumﬂfuu-umaamm

1. Tleass me:b WSS for e -Jumt IQMIST oF ARerrect APlginal slala
pemant,

I W T TG IR NFIUTIN AND
FR AOCISIDE AL WO MOOIT. RLAS ATTAON 4 COFY
AKD ROSTTTANCE AOVICT U & AQNSTED.

2. Stgnmure 3. Cate

S ———————
F AL MO OT BT MM NS .00
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CABINET FCR BUNAN RESOURCES
DFFARTMENT FCR MEDICAID SERVICES

APPENDIX XIX

BOSPITAL SERVICES NANUAL

CODING ALLENDUM

INFATIENT REVENUE CODES

The following is a list of the revenue codes that are accepted hy the Medicaid
Frogran when billing for inpatient services on the UB-82 billing forn.

INFATIENT REVEAUE CODES

100
101
110
m
112
113
114
115
116
117
118
120
121
122
123
124
125
126
127
128
130
131
132
133
134
135
136
137
138
140
141
142
143

DESCRIFTIIQN

All Inclusive Roow and Board Flus Ancillary
All Inclusive Roem and Beard
Frivate Roon-Board, General

Medical /Surgical /Gyn
08

Pediatric
Psychiatric

Hospice
Detoxification
(ncology
Rebahilitation

Semi-Frivate Roor and Board, Cenmeral

Medical/Surgical/Gyn
(B

Fediatric
Psychiatric

Haspice
Detoxification
Oncology
Rehabilitation

Seni-Private (3-4 Bed) Room, General

Medical /Surgical /Gyn
(R

Fediatric
Psychiatric

Bospice
Detoxification
(ncology
Rehabilitation

Ieluxe Private Roon, General

Medical /Surgical /Gyn
(B
Pediatric
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AFFENDIX XIX

CABINFT EFOR HUMAN RESOURCES
LEFARTMENT FOR MEDICAID SERVICES

BOSFITAL SERVICES NANUAL

COLING ADDENIUM

INFATIEN]
REVENUE CORES DIESCRIFTICN
144 Psychiatric
145 Baospice
146 Detoxificatian
147 (ncolagy
148 Rehahilitation
150 Roor (Ward), General :
151 Medical/Surgical/Gyn
152 )
153 Pediatric
154 Fsychiatric
155 Baspice
156 Detoxification
157 (ncalogy
158 Rehabilitation
160 (ther Roor and Board, Gemeral
164 Sterile Enviromment
170 Nursery, Genmeral
171 Newharn
172 Fremature
175 NeoNatal ICU
200 Intensive Care Roonm, General
201 Surgical
202 Medical
203 Pediatric
204 Psychiatric
206 Fast ICU
207 Burn Care
208 Trauna
210 Caronary Care Room, General
211 Myocardial Infarction
212 Pulwonary Care
213 Beart Transplant
214 Fost-((CU
230 Incremental Nursing, General
231 Nursery
233
234 ccu
24¢ All Inclusive Ancillary, Gemeral INPATIENT
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APPENDIX XIX

CABINFT FOR HUMAN RESOURCES
IFFARTMENT FOR MEFDICAID SERVICES

BOSFITAL SERVICES MANUAL

CODING ALDENIUM

INFATIENT

REVENUE CODES DESCRIPTION
250 Pharmacy, Genmeral
251 Generic Drugs
252 Non-Generic Drugs
254 Drugs Incident to other Diagnostic Services
255 Drugs Incident to Radiclogy
256 Experinmental Drugs
257 Non-Prescription
258 IV Salutiens
260 IV Therapy, General
261 Infusion Pump
270 , Medical/Surgical Supplies, General
271 Non-Sterile Supply
272 Sterile Supply
274 Frosthetic Devices
275 Pace Maker
276 Intraocular Lens
278 Other Inmplants
280 (ncalogy, General
300 Laboratory, General
301 Chemistry
302 Inmunolegy
303 Renal Patient (Home)
304 Non-Routine Dialysis
305 Hematal ogy
306 Bactericlogy and Microbiolegy
307 Lrology
310 Pathology, General
311 (ytalogy
312 Bisteology
314 Biapsy
320 Radiology Diagnostic, General
321 Angiacardiography
322 Arthrography
323 Arteriography
324 (hest X-Ray
330 Radiclogy-Therapeutic, General
331 Chemotherapy - Injected
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APPENDIX XIX

CABINET FOR HUMAN RESQURCES
DFFARTMENT FOR MEDICAID SERVICES

HOSPITAL SERVICES MANUAL

CODING ADDENLUNM

INFATIENT

REVENUE CODES DESCRIFTI(N
332 (henotherapy - (ral
333 Radiation Therapy
335 (hepotherapy -1V
340 Nuclear Medicine, Gemeral
KL Diagnestic
342 Therapeutic
354 (T Scan, General
351 Bead Scan
352 Bady Scan
360 (perating Reom, General
361 Minor Surgery
362 (rgan Transplant - Cther than Kidney
367 Kidney Transplant
370 Anesthesia, General
in Anesthesia, Incident to Radiclogy
372 Anesthesia Incident te (ther Diagmostic Services
34 Acupuncture
380 Bloed, General
381 Facked Red Cells
382 Vhele Bload
383 Plasna
384 Flatelets
385 Leukacytes
386 (ther Components
387 Other Deriatives (Cryopricipitates)
390 Blood Storage and Frocessing, General
391 Blood Administration
400 Other Imaging Services, Genmeral
401 Marmography
402 (ltrasound
403 Screening manmagraphy
410 Respiratory Service General
412 Inhalation Services
413 Byperbaric Oxygen Therapy
420 Physical Therapy, General
421 Physical Therapy, Visit Charge
422 Physical Therapy, Bourly Charge
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AFFENDIX XIX

CABINFT FCR BUMAN RESOURCES
DEFARTMENT FOR NEDICAID SERVICES

HOSFITAL SERVICES NANUAL

CODING ADDENDUM

INPATIENT
REVENUE CODES

423
421
440
141
442
443
444
450

4640
170
472
480
481
482
610
611
612
'621
622
634
635
636
700
10
720
721
122
123
124

130
131
132
740
150
760

DESCRIFIION

Group Rate

Fvaluation or Re-Fvaluation
Speech Therapy, Genmeral

Visit Charge

Hourly Charge

Group Rate

Fvaluvation or Re-Evaluation
Funergency Room, General (For Services provided

priar to June 1, 1991)

Pulmenary Function
Audiclagy, General

Treatment
Cardiolagy, General

Cardiac Cath Lah

Stress Test
MRI, General

Brain (including Brainstenm)

Spinal Cord (including Spine)
Supplies Incident to Radiolegy
Supplies Incident te other Diagnestic Services
Erythropoietin (FPQ) Less than 10,000 Units
Erythropoietin (EPQ) 10,000 or More Units
Erythropoietin (FFQ) Drug Requiring Detailed Coding
Cast Room, General
Recovery Roon, General
Lahor/Delivery Room, General

Iahor

Delivery

(ircumcision

Birthing Center (For services provided prior to

June 1, 1991).

FKG/FCG, General

Holter Monitar

Telemetry (Includes fetal monitoring)
FEG, General
Gastro-Intestinal Services, General
(bservation Room, General (Fer services provided

prior to June 1, 1991).

TRANSMITIAL #19 _
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AFFENDIX XIX

CABINFT FOR HUMAN RESOURCES
DFPARTIMENT FOR MEDICAID SERVICES

BOSFITAL SERVICES MANUAL

CODING AIDENDUM

INFATIENT
REVENUE CODES DESCRIFTION

790 Lithotripsy, General

800 Inpatient Renal Dialysis, General

801 Inpatient Hemodialysis

802 Inpatient Periteneal (NON-CAFD)

803 Inpatient Continuous/Awbulatary
Peritoneal Dialysis (CAFD)

804 Inpatient Continuous/Cycling Peritoneal
Dialysis (CCFD)

810 Organ Acquisition, Genmeral

811 Living Doner

812 (adaver Doner

813 Unknovn Domor

814 (ther Kidney Acquisition

815 (adaver Demor - Heart

816 (ther Heart Acquisition

817 Daner - Liver

880 Miscellaneous Dialysis, General

881 Utrafiltration

890 Dener Bank, Genmeral

841 Bane

892 Organ (Other tham Kidney)

893 Skin

900 Psychiatric/Psychological Treatments, Gemeral

901 Flectroshack Treatment

920 (ther Diagnostic Services, Gemeral

921 Feripheral Vascular lab

922 Flectromyelogran

923 Fap Smear

921 Allergy Test

925 Fregnancy Test

940 Other Therapeutic Services, General

943 (ardiac Rehabilitation

963 Anesthesiologist (MD)

971 Fathologist (M.D.)

972 Radiclogist - Diagnestic (M.D.)

973 Radiclogist - Therapeutic (M.D.)

974 Radiclogist - Nuclear Medicine (M.D.)
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AFFENDIX XIX

CABINFT FOR HUMAN RESQURCES
DEFARTMENT FOR MEDICAID SERVICES

HOSPITAL SERVICES MANUAL

CCLING ADDENDUM

985
986
9917
001

Cardiologist - EKG (M.D.)
Cardiclogist - FEG (M.I.)
Adwission Kits
Total Charges

The following ICU/CCU Incremental Nursing Revenue (Ccdes listed in Column A
cannot be reimbursed by the Medicaid Frogram unless they are hilled inm
conjunction with the appropriate accomnodation revenue codes in Column B:

A B

230,231  CAN ONLY BE REIMBURSED IN CONJUNCIION WITE  170-17§
230,233  CAN ONLY BE REIMBURSED IN CONJUNCIION VWITH  200-208
230,234  CAN ONLY BE REINBURSED IN CONJUNCTION VWITE  210-214

Fach hospital has a choice in determining the type of billing to utilize when
hilling fer services pravided te their recipients. The facility shall he
consistent in their billing precedures for all payers. Use the following
guideline to determine the appropriate pracedure.

L.

If hilling detailed charges, enter accommedation revenue cades 110-
219 plus appropriate revenue codes for all covered ancillary and
professional services and revenue code 001 for total charges.

If hilling an all inclusive accommedatien (revenue ceode 100), which
includes ancillary services, do not include any other revenue cades
except these codes representing professional services and revenue
cade (01 for total charges.

If billing an all inclusive accommodation revenue cade 101, the
facility is permitted to include regular ancillary charges plus
professional services and revenue code 001 for total charges.

If billing an all inclusive accommodation revenue code 101 plus all
inclusive ancillary revenue code 240 do not include any ather
charges except those codes representing professional services and
revenue code 001 for total charges.

Ifhilling for regular accenmedation revenue cedes 110-219 plus all
inclusive ancillary revenue code 246, do net include any other codes
exceYt those for professional services and revenue code 001 for

total charges.
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AFFENDIX XIX

CABINET ECR HUMAN RESCOURCES
DEPARTMENT FOR MEDICAID SERVICES

HOSPITAL SERVICES NMANUAL

CODING ADDENBUM

INPATIENT AND OUTFATIENT PROFESSIONAL COMFONENI

The follewing revemue codes (Colunn A) are prefessional component revenue
cedes that camnot he reimbursed hy the Medicaid Program unless they are
billed in conjunction with the revenue codes in column B.

A B

963 CAN ONLY EF REIMBURSED IN CONJUNCIION WITH 370 or 374
971 (AN ONLY BF REINBURSED IN CONJUNCIION WITH 300 through 307,
310 through 312
314 or 460
872 (AN ONLY RE REIMBURSED IN CONJUNCIION WITH 320 through 324
330 through 352
400 through 402
610 through 612
750, 790 and
920 through 925
973 (AN ONIY EF REIMEURSED IN CONJUNCIION WITE 330, 331, 332, 333 (Or 335
974 (AN ONLY EF REINBURSED IN CONJUNCIION WITE 340 through 342
350 through 352
985 (AN ONLY BE REIMBURSED IN CONJUNCIION WITH 480 through 482, 730,
731 or 943
98¢ (AN ONLY EF REINBURSED IN CONJUNCIION WITH 320, 74¢

*Revenue code 981 is payable only on an outpatient type of bill (131).

TRANSNITIAT 718 AFFENIIX XIX, Fage 8



AFFENIIX XIX

CABINET FCR BUMAN RESOURCES
DFPARIMENT FOR NEDICAID SERVICES

HOSPITAL SERVICES MANUAL

CODING ABLENDUM

OUTPATIENT REVENUE COLES

The following is a list of the revenue cades that are reimbursable by the

Medicaid Progran when hilling for cutpatient services on the UB-82 hilling
form..

OUTPATIENT REVENUE CODES DESCRIFTICN
250 Fharnacy, General
251 Irugs/Generic
252 Irugs/Non-Generic
254 Irugs Incident to Diagnestic Services
255 Drugs Incident to-Radialogy
258 IV selution
260 IVIherap¥, General
261 IV Therapy, Infusion Pump
270 Med/Surg Supplies/Devices
272 Sterile Supplies
275 Pace Maker
2176 Intraocular Lens
278 Other Implants
280 Oncology
300 Iah, General
301 Chenistry
302 Inmunology
303 Renal
304 Nan-Routine Dialysis
305 Benatalogy
306 Bacteriofogy/Microbiology
307 Uralogy
310 Iah, Fathology
311 (ytalagy
312 Bistalogy
314 Biopsy
320 Radiology, Diagnostic
321 Angiocardiography
322 Arthrography
323 Arteriography
324 (hest X-Ray
330 Fadialogy, Therapeutic
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AFFENDIX XIX

CARINFT FCR BUMAN RESCURCES
DEFARINENT EFQR NEDICAID SERVICES

BOSFITAL SERVICES MANUAL

CODING ADDENDUM

OUTFATIENT
REVENUE CODES

331
332
333
333
340
341
342
350
351
352
360
361
310
311
312

314
380
381
382
383
384
385
386
3817
390
391
400
401
402
403
110
412
413
420
421
422
423

DESCRIFTION

(hemotherapy, Injected
Chenotherapy, Qral
Radiation Therapy
(henotherapy - IV
Nuclear Nedicine, Gemeral
Nuclear Medicine, Diagmestic
Nuclear Medicine, Therapeutic
(T Scan, General
(T Scan, Head Scan
(T Scan, Body Scan
(perating Roowm, Service Gemeral
Operating Room, Minor Surgery
Anesthesia, General
Anesthesia Incident to Radiology
Anesthesia Incident to other Diagnostic
Services
Anesthesia, Acupuncture
Floed, General
Packed Red Cells
¥hole Bload
Flasna
Flatelets
Leucocytes
Bloed, (ther Components
Blood, Other Derivatives (Cryopricipitates)
Blood Storage and Processing
Bleod Adwinistration
Other Iraging Service Gemeral
Manmography
[1tra Sound
Screening Mawmmography
Respiratory Service General
Inhalation Service
Byperbaric Service
Fhysical Therapy, General
Physical Therapy, Visit Charge
Physical Therapy, Hourly Charge
Physical Therapy, Group Rate

TRANSNITIAL #17
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AFFENDIX XIX

CABINFT FOR HUMAN RESOURCES
DFFARIVENT FOR MEDICAID SERVICES

HOSFITAL SERVICES NANUAL

CODING ADDENDUM

OUTPATIEN]

REVENUE CODES DESCRIFTION
424 Physical Therapy, Evaluation er

Re-Fvaluation
440 Speech-Language Pathology, General
441 Speech-language Path. - Visit Charge
442 Speech-language Fath. - Hourly Charge
443 Speech-[an% age FPath. - Group Rates
444 Speech-Language Fath. - Fvaluation er
Re-Fvaluation

450 Fuergency Raonm
4640 Pulwonary Function
170 Audiolegy, General
171 Audiclaegy, Diagmestic
472 Audiclogy, Treatment
480 (ardiclogy, General
481 Cardic Cath, Iab
482 Stress Test
510 (linic, General
512 Dental C(linic
610 MRI, Gemeral (Effective Date 11/25/85)
611 MRI, Brain (Effective Date 11/25/85)
612 VBRI, Spine (Effective Date 11/25/85)
621 Supplies Incident to Radicloqy
622 Supplies Incident to Other Diagnostic Services
634 Frythropoietin (EPFQ) Less Than 10,000 Units
635 Erythropoietin (EPQ) 16,000 or more Units
636 Frythropoietin (EFQ) Irug Requiring Detailed Cading
700 Cast Raon
710 Recavery Raam
720 Labor Roon/Delivery, Genmeral
721 Labor Roon
122 Ielivery Roonm
723 Circuncision
2 Birthing Center
730 FRG/FC6 (Flectrocardiogran), General
131 Bolter Mamitor
732 Telemetry (Incl Fetal Manmitering)
40 FFG (Electrocencephalogram), General
130 Gastro-Intestinal Service General
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CABINFI FCR HUMAN RESCOURCES
DFFARIMENT FOR MEDICAID SERVICES

HOSPITAL- SERVICES MANUAL

CODING ATTENIUN
OUTFATIENT REVENUE CQDES DESCRIFTION
760 Observation/Treatment Roomw
790 Lithotripsy, Genmeral
817 Iiver Acquisition
820 Bemedialysis, Genmeral
821 Hemodialysis/Composite ar (ther Rate
830 Peritoneal Dialysis, Gemeral
831 Peritoneal, Composite Rate or Other Rate
840 Continuous CAFD, General
841 (APL/Conposite or (ther Rate
845 CAFI Support Services
850 Continuous Cycling Feriteneal Dialysis (C(FD) -
General
851 ((PD/Canposite or (ther Rate
880 Miscellaneous Dialysis, General
881 Utrafiltration
891 Doner Bank, Bome
892 Donor Bank, Organ (Other than Kidney)
893 Lonor Bank, Skin
901 Flectroshack Treatment
920 (ther Diagnostic Services
921 Peripheral Vascular Lab
922 Flectromyelogram
923 Fap Smear
924 Allergy Test
925 Fregnancy Test
940 (ther Therapeutic Service
943 . (ardiac Rehahilitation
963 Anesthesialogist (M.D.)
971 Pathologist (M.D.)
972 Radiolagist - Diagnestic (M.D.)
973 Radioclogist - Therapeutic (M.D.)
974 Radiclogist - Nuclear Medicine (M.D.)
981 E.R. Professional Fee
985 (ardiclogist - EKG (M.D.)
986 (ardiologist - FEG (M.I.)
001 Tatal Charges
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AFFENDIX XIX

CARINET FOR HUMAN RESOURCES
LFPARIVMENT FOR MEDICAID SERVICES

BOSFITAL SERVICES MANUAL

CODING ALTENDUM

CUTFATIENT DRUGS

The following biclegical and hleed censtituents are the enly drugs payahle onm
an outpatient hasis for services provided prior to July 1, 1990.

REVENUE COLE BIOLOGICAL AND BIOOD CONSTYTUENIS

387 Rha (D) Inmune Globulin (Human)

3817 Anti-hemophilic factor (AHF)

270 Rabies Drug Treatment

331 Chemotherapy fer any hloed or chemical
dyscrasia (e.g. cancer, hemophilia)

303 Medications assaciated with remal dialysis
treatment

258 Base IVselutions (without drug additives)

270 Tetanus toxoid

270 Cortisone Injectionms

NOTE:  For services pravided on or after July 1, 1990, the Medicaid Progran
reinbursement is availahle for drugs (Kevenue (odes 250-252) adpinistered in
the cutpatient department. Reinbursenent is not available for take hane
drugs or drugs vwhich have been deemed less-than-effective by the Foed and
Drug Adwinistration (FIA).
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AFFENDIX XX

(AEINFT FCR BUMAN RESOURCES
DFFARIMENT FOR MEDICAID SERVICES

HOSFITAL SERVICES MANUAL

CASH REFUND DOCUMENTATION

MAIL TO:
P.0. BOX 2009
FRANTURT, KY 40602
CASH REFUND DOCUMENTATION
1. Oeck Nmar - 12, Check Amount

|
TPider Tome/ Narbar/iadress :4. Recipient Name

|
5. Recapient Number
!

1
. ftam 2tk o rvice :7.m:huo£Servxaa 18. RA Date

|
! i
L T v o) Nroer (1f several IONs atzach RAs)

Reason for Refund: (Check appropriate blank)

. Pamttmowm-m:heu:mrymnstm
. Health lnsurance * (attach & copy of EOB)
— Auto Insurance
— Melicare psid

Other

. Billed in errer

« DPplicate taywent (ateach a copy of Soth RA'sS)
2 RA's are paid =0 2 diffarant providers specify o ~uch provider
nooer The check 1S to oe applied.

.+ Processing error (R Overpsyment
Solain Wy

+ Paid to wrong provider

+ ¥oney has been recuested - date of the letter _/ /
(Azzach a copy of letzar requesting money)

. fCther
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AFFENDIX XXI

CABINET FOR HUMAN RESOURCES
DEFARINENT FCR NEDICAID SERVICES

HOSFITAL SERVICES MANUAL

ADVANCE DIRECTIVE 1AW

DESCRIPTION OF KENTUCKY

ADVANCE DIRECTIVE LAW

In compliance with the mandate for Kentucky to develop a written
description of its statutory and case law concerning advance directives,
this office presents such a description below, which is based on statutory

law, there being no case law which has specifically addressed the issue.

KENTUCKY LAW ON ADVANCE DIRECTIVES FOR MEDICAL DECISIONS

THE KENTUCKY LIVING WILL ACT

The 1990 session of the Kentucky General Assembly passed andthe
Governor signed into law House Bill No 113, known as the Kentucky
Living Will Act, which is codified at KRS311.622-644 and now sanctions
the right of adult Kentuckians of sound mind to execute a written
declaration which would allow life-prolonging treatments to be
withheld or withdrawn in the event they become terminally ill and can
no longer participate in making decisions about their medical care. The
living will must be signed by the declarant in the presence of two
subscribing witnesses who must not be blood relatives who would be
beneficiaries of the declarant, beneficiaries of the declarant under the
descent and distribution statutes of Kentucky, an employee of a health
care facility in which the declarant is a patient, an attending physician of
the declarant, or any person directly financially responsible for the
declarant’s health care. The !I:ing will must be notarized.

1.
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AFFENDIX XXI

CARINET FCR HUMAN 'RESOURCES
IFFARTMENT FQR MEDICAID SERVICES

ROSPITAL SERVICES

MANUAL

ADVANCE DTRECTIVE IAW

Two physicians, one of whom being the patient’s attending
physician, would have to certify that the declarant’s condition was
terminal before the living will could be implemented. The living will
would not allow for the withholding or withdrawal of food or water, or
medication or medical procedures deemed necessary to alleviate pain,

and it would not apply to pregnant women.

THE HEALTH CARE SURROGATE ACT Of KENTUCKY

Also enacted into law by the 1990 session of the Kentucky General

Assembly and the Governor was Senate Bill No.88, the Health Care
Surrogate Act of Kentucky, which is codified at KRS 311.970-986 and
allows an adult of sound mind to make a written declaration which
would designate one or more adult persons who could consent or
withdraw consent for any medical procedure or treatment relating to
the grantor when the grantor no longer has the capacity to make such
decisions. This law requires that the grantor, being the person making
the designation, sign and date the designation of health care surrogate
which, at his option, may be in the presence of two adult withesses who
also sign or he may acknowledge his designation before a notary public
without witnesses. The health care surrogate cannot be an employee,
owner, director or officer of a health care facility where the grantor is a
resident or patient unless related to the grantor:

Except in limited situations, a health care facility would remain
obligated to provide food and water, treatment for the relief of pain,

and life sustaining treatment to pregnant women, notwithstanding the
decision of the patient’s health care surrogate.

-2-
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AFFENLIX XXI

CABINET FOR HUMAN RESOURCES
LFFARTVENT EOR MEDICAID SERVICES

ROSPITAL SERVICES NANUAL

ADVANCE LIRECTIVE IAW

DURABLE POWER OF ATTORNEY

A person may execute, pursuant to KRS 386.093, a document known

as a durable power of attorney which would allow someone else to be
designated to make decisions regarding health, personal, and financial
affairs notwithstanding the later disability or incapacity of the person

who executed the durable power of attorney.

PREPARED BY:
THE CABINET FOR HUMAN RESOURCES

OFACE OF GENERAL COUNSEL
APRIL 22.1991

R S R e
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AFPENDIX XXI

CABINFTI ¥OR HUMAN RESOURCES
DEPARTVENT FOR MEDICAIL SERVICES

HOSFITAL SERVICES MANUAL

ADVANCE DIRECTIVE 1AW

meg Wil @ectaratwn

Daclaration made this day of {yeas).
wnwuy snd vohwmly' uu: bmnm my desire that sny dying
all not be artifically prolonged under the cirrmstances set forth below, and do hereby declare

1f atany time ] should have » terminal condition and my attending and one (1) other physican
in their discretion, have determined such condition is incurable and irrevensible and will result in death
within a relatively short time, and where the spplication of life-prolenging treatment would serve only
to artificlally prolong the dying process, 1 direct that such treatment be withheld or withdrawn, ard that
§ be permitted to die naturally with only the administration of medication or the performance of any
medica) treatnent deemed pectssary (o aleviate pain o for mutrition or hydmation.

In the sbsence of my abllity to give directions regarding the use of such tfe-prolonging trest-
M’.nstnyh\unﬁaatmu\sdedanﬁm:huhemudbymymm;phyﬁdmwwﬁﬂ!y
a3 the fina) expression of my legal right 10 refuse mediaal or surgical treatment and ] sccept the

ences of such refuml

1 1 have been disgnosed as pregrant and that diagnosis is known to sy attending physicien,
this directive shall have no foree or effect during the course of my

1 understand the full import of this declaration and lmunoumnyammnywn
suke this declaration.

Sate of Kentucky
County of,

Before mne, the endersignad suthority, cnmlsd-ym\lny.ppmd
Living WLl Declarant, and
hommnbhﬁmwhuumanmhnpdwwh

going instrument, and all these persons being first duly swom,
WmD&hnm.ddndhumdlomcmmmmymcmtmmbmﬁvm
Wil Declanation of the declanant and mtmedchmmwmlynmwummm
executed it as a free and vohmary act for the purposes therein expressed: and each of the witnesses
stated to me. in the presence and hearing of the Living WIll Declarant, that the declarant signed the
Geciaration as witnessed, and o the best of such withesses’ m-u;;uum;wmm-u
sigizeen(}d) yexrs of age o7 over, of sound mind and under no constraint or undue influence.

)
Bet
)

Living Wil Declarant

Subserded, swora to and acknowiedged belore me by

Living Wil Declarant, and

and winenes, oo this the
(day) of, (TRONLA o (YERT ).

Noary Public State at Large Date mv comnusion exoures

LAWY grelst AT e oAl
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AFFENEIX XXI

v CABINFT FOR HUNAN RESOURCES
DEFARTNENT FOR MEDICAID SERVICES

ROSFITAL SFRVICES NANUAL

ALVANCE DIRECTIVE IAW

DESIGNATION OF HEALTH CARE SURROGATE

1 DESIGNATE AS MY HEALTH CARE SURROGATES) TO
MAKE ANY HEALTH CARE DECISIONS FOR ME WHENI NO LONGER HAVE DECISIONAL CAPACTTY.
IF REFUSES OR IS NOT ABLE TO ACT FOR ME.
1 DESIGNATE AS MY HEALTH CARE SURROGATE(S)

ANY PRIOR DESIGNATION IS REVOKED.
SIGHED THIS. DAY OF 19

SIGNATURE AND ADDRESS OF THE GRANTOR

IN OUR JOINT PRESENCE. THE GRANTOR, WHO 1S OF SOUND MIND AND EIGHTEEN YEARS OF
T AGE.OR OLDER, VOLUNTARILY DATED AND SIGNED THIS WRITING OR DIRECTED [T TO BE DATED
” AND SIGNED FOR THE GRANTOR.

SIGNATURE AND ADDRESS OF WITNESS

SIGNATURE AND ADDRESS OF WITNESS

COMMONWEALTH OF KENTUCKY
COUNTY

BEFORE ME, THE UNDERS!GN'-ED AUTBORITY, CAME THE GRANTOR wWHO 1S OF SOUND
MIND AND EIGHTEEN ()8) YEARS OF AGE, OR OLDER. AND ACKNOWLEDGED THAT HE VOLUNTARILY

DATED AND SIGNED THIS WRITING OR DIRECTED IT TO BE SIGNED AND DATED AS ABOVE.

DONE THIS DAY OF 19

SIGNATURE OF NOTARY PUBLIC

DATE COMMISSION EXPIRES:

. n ey e e it p19
e A Sy T 5} et e ML I VE I L L LR EE ey T AR e e L T B A
cca e S A ey 3

TRANSNITIAL #19 APFENDIX XXI, Page 5



CABINFI FOR HUMAN RESQURCES
DEFARIMENT FOR MEDICAID SERVICES

HOSFITAL

AFFENDIX XXI

SERVICES NANUAL

ADVANCE DIRECTIVE IAW

B e R ;e e s i o7

ADVANCE DIRECTIVE
ACKNOWLEDGMENT

NAME: DATE Of BIRTH:
SOC. SEC.#:

PLEASE READ THE FOLLOWING FIVE STATEMENTS:

Place your Initials after each statement.

1.1 have been given written materials about my right to accept

or refuse medica! treatment. (inivialed)

2.1 have been informed of my right to formuiate advance

3.

4

directives. (Initialed

| undentand that | am not required to have an advance directive
in order to receive medical treatment. (Initialed)

| understand that the terms of any advance directive that |
have executed will be followed by my caregwersiothe extent
permrtted by law. (Initialed)

. 1 understand that | can change my mind at any time and that my

decision will not result in the withholding of any benefits or
medical services, (Initialed)

PLEASE CHECK ONE OF THE FOLLOWING STATEMENTS:

D | HAVE EXECUTED AN ADVANCE DIRECTIVE.

{3 1 HAVE NOT EXECUTED AN ADVANCE DIRECTIVE.

PatientGuardian

Health Care Provider Representative

B R T A R e vax
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AFFENDIX XXI

CARINFT FOR HUNAN RESOURCES
DFFARINENT FOR MEDICAID SERVICES

HOSFITAL SERVICES MANUAL

ADVANCE DIRECTIVE 1AV

PATIENT SELF-DETERMINATION PROTOCOL FOR CERTIFIED
HEALTH CARE PROVIDERS

1. The Certified Health Care Provider shall inform all adult patients, in writing and
oralle/, of information under Kentucky Law concerning their right to make
decisions relative to their medical care.

2. The Certified Health Care Provider shall present each adult patient with a
written copy of the agency’s policy concerningimplementation of their
rights.

3. The Certified Health Care Provider shall not condition the provision of care or
otherwise discriminate against any patient based on whether the patient has
executed an advance directive.

4, The Certified Health Care Provider shall document in the patient’s medical
record whether or not the patient has executed an advance directive.

5. The Certified Health Care Provider shall ensure compliance with requirements
of Kentucky Law concerning advance directives.

6. The Certified Health Care Provider shall educate all agency staff and the
general public concerning advance directives.
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APPENDIX XXI

CABINFI FOR BUMAN RESCURCES
. DEPARTMENT FCR MEDICAID SERVICES

BOSPITAL SERVICES NANUAL

ADVANCE DIRECTIVE LAV

PATIENT SELF-DETERMINATION

Policy:

Advise all adult patients (a person eighteen (18] years of age or older and who is of

sound mind) of their rights concerning advance directives. (According to provider
type, i.e., admission, start of care, etcr.?

Puroose:

1. To assure individuals understand they have the right to:

a. Accept or refuse medical or surgical treatment; and

b. Formulate advance directives.

Procedure:
Each Certified Health Care Provider shall;

1. Desi_nate a person or persons responsible for informing adult patients of their
rig6t to make decisiohs concerning their medical care.

2. Distribute to each aduit patient the following information:

a. The Cabinet for Human Resources’ description of Kentucky Laws on
Advance Directives.

b. Agency policy regarding implementation of advance directives.

NOTE: Recommend distribution of additional information to assist patients

and/or staff in understanding advance directives. The following materials are
acceptable:

‘Advance Directives Issues and Answers®
Hospice of the Bluegrass

‘Advance Directives, living Will, Health Care
Surrogate, Durable Power of Attorney-Video
Hospice of the Bluegrass

‘About Advance Medical Directives’
Channing Bete Co., Inc.

‘Living Will’
Division of Aging Services
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AFFENDIX XXI

CARINFT FOR HUNAN RESOURCE'S
DFFARTNENT FOR MEDICAID SERVICES

HOSPITAL SERVICES MANUAL

ALVANCE DIRECIIVE IAW

PATIENT SELF-DETERMINATION (Continued]

‘Planning for Difficult Times-Tomorrow’s Choicer’
‘Planning For Difficult Times -A Matter of Choice’
American Association of Retired Persons

3. Maintain Living Will and Designation of Health Care Surrogate documents for
distribution to adult patients upon request.

4. Documentation supporting compliance with the requirements regarding
non-discriminatory care shall be incorporated into the Quality Assurance

process.

5. Documentation supporting the patient’s decision to formulate an advance
directive shall be included in the medical record. (Recommend use of
attached Advance Directive AcknowledgmentForm.) A process shall be

developed to assure appropriate staff are advised of the patient’sdirective.

6. Documentation supporting all aspects of thestaff and ?eneral public education
campaign shall be recorded by appropriate personnel.

7. Stipulate by policy. family members or guardians will be provided with

information regarding advance directives when the patient is comatose or
otherwise incapacitated and unable to receive the information. Once he or she
is no longer incapacitated the information must be provided directly to the
adult patient.
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CABI1 NFT FOR HUMAN RESQURCES
DEPARIMENT FOR MEDICAIL SERVICES

HOSPITAL SERVICES MANAL

SECTION I - INTRODUCTIGQN

1. INTRODUCT ION
A, Intreduction

This edition of the Kemtucky Medicaid[Medieat-Assistance-] Progran
Hospital Services Manual has been formulated with the intention of
providing you, the provider, with a useful tecl for interpretin

the procedures and policies of the Kentucky Medicaid[--Medica
Asststance] Program. It has heen designed to facilitate the
praocessing of your clains for services provided to qualified
recipients of Medicaid.

This nanual is intended to provide hasic information ceoncerning
coverage, hilling, and policy. It will assist you in understanding
what procedures are reimhursable and will alsa enahle you ta have
your clains processed with a wininun of time invelved in processimg
rejections and making inquiries. It has been arranged in a loose-
leaf format with a decimal page nunmhering system which will allaw
policy and procedural changes te he tramsmitted ta you in a form
vhich nay he inmediately incerperated inte the nmamual (i.e., page
7.26 wight be replaced hy new pages 7.26 and 7.27).

Frecise adherence ta policy is inperative. In arder that yaur
clains may be processed quickly and efficiently, it is extremely
inportant that you fallow the policies as described in this
nanual. Any questians concerming agency policy shall he directed
to the Qffice of the Conmissiomer, Department .for Medicaid
Services, (ahinet far Human Resources, C(HR Building, Franmkfert,
Kentucky 40621, or Fhene (502) 564-4321. (uestions concerming the
application or interpretatien of agency policy with regard to
individual services shall he directed to the Division of Progran
Services, Department far Medicaid Services, Cahinet far Human
Resources, CER Building, Frankfort, Kentucky 40621, or Phene (502)
564-7759. (Questions concerning hilling precedures aor the specific
status of clains shall he directed to FIS, P.0. Bex 2009,
Frankfort, Kentucky 40602, or Phane (800)_756-7557 [333-2168] or
(502) 227-2525.
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CABINET FOR HUMAN RESOURCES
DEFARTMENT FOR NEDICAID SERVICES

HOSFITAL SERVICES MANUAL

SECTION IT = KENTUCKY MEDICALG FPROGRAM

IT. KENTUCKY MEEBICAID PROGRAM

A. General

The Kentucky Medicaid Progran (3--frequentty-referred--to--as--the-
Medieaid—-Program;] is administered hy the Cahinet for Buman
Resources, Department for Medicaid Services. The Medicaid Frogram,
identified as Title XIX of the Secial Security Act, was enacted in
1965, and operates according te a State Flan appraved hy the U. S.
Departwent of Health and Human Services.

Title XIX is a joint Federal and State assistance program which
pravides payment for certain medical services provided to Kemtucky
recipients vwho lack sufficient income or other rescurces te meet
the cost of such care. The basic ohjective of the Kentucky
Medicaid[Medieal--Assistanee] Program is te aid the medically
indigent of Kentucky in obtaining quality medical care.

As a provider of nedical services, you npust be aware that the
Departnent fer Medicaid Services is hound hy hoth Federal amnd State
statutes and regulations governing the adwimistration of the State
Flan. The Departwemt canmet reimhurse you fer amy services not
covered by the plan. The state cannat he reimbursed by the federal
governnent for momies improperly paid te providers of nen-cavered,
unallowable medical services.

The Kentucky Medicaid Preogram, Title XIX, Medicaid, is not te he
confused vith Medicare. Medicare is a Federal program, identified
as Title XVIII, basically serving persems 65 years of age and
alder, and some disabled persons under that age.

The Kentucky Medicaid Frogram serves eligible recipients of all
ages. [The] Caverage, [etther--by-Medicare--or-Medieatd;] will he
specified in the hady of this manval in Sectiaon IV.
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

BOSFITAL SFRVICES NANUAL

SECTION IT - KENTUCKY MEDICAID FROGRAM

| Adninistrative Structure

The Department for Medicaid Services within the (abinet for Human
Resources, hears the responsibhility fer developing, maintaiming,
and administering the pelicies and procedures, scopes.aof henefits,
and hasis for reinmbursement for the medical care aspects of the
Pragran. The Departnment for Medicaid Services nmakes the actual
paynents to the providers of medical services, who have submitted
clains for services within the scope of covered hemefits which have
been provided to eligible recipients.

Determination of the eligihility status of individuals and families
for Medical Assistance henefits is a responsihility of the lacal

Department for Social Insurance offices, lacated in each county of
the state.

C. Advisory Council

The Kentucky Medicaid Program is guided inm pelicy-making decisiaons
by the Advisory Council for Medical Assistance. In accerdance with
the cenditions set forth in KRS 205.540, the Council is cempaosed of
eighteen (18) fseventeen] members, including the Secretary of the
(ahinet for Human Resources, who serves as an ex officio nenber.
The remaining seventeen (17) [sixteen] menhers are appointed by the
Governor to four-year terms. Ten (10) [¥ine] nenbers represent the
various  professional groups providing services to FProgram
recipients, and are appointed from a list of three (3) mominees
submitted by the applicahle professional associations. The ather
seven (7) members are lay citizens.

In accordance with the statutes, the Advisary (ouncil meets at

least every three (3)months and as often as deemed necessary ta
acconplish their ohkjectives.

Transnittal #19 [17] Fage 2.2
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DEPARTMENT FOR MEDICAID SERVICES

HOSFITAL SERVICES MANUAL

SECTION II - KENTIUCKY MEDICAID FROGRAM

In addition to the Advisary Council, the statutes make pravision

for a five (5) or six (6) member techmical advisery committee for
certain provider groups amd recipients. Membership on the
technical advisery committees is decided by the professional
organization that the technical advisory committee represents. The
technical advisory committees provide for a broad professional
representation te the Advisery Council.

L. Falicy

The hasic chjective af the Kentucky Medicaid Pragram is to assure
the availability amd accessihility of quality medical care to
eligible Program recipients.

The 1967 amendwents to the Social Security law stipulate that Title
XIX Pregrams ‘have secendary liability for medical ceosts of Fragran
recipients. That is, if the patient has an insurance palicy,
veteran's coverage, or other third party coverage of medical
expenses, that party is primarily liable fer the patient's wedical
expenses. The Medicaid Program is payor of last resart.
Accordingly, the provider of service shall seek reinhursement fram
third party groups for medical services provided. If you, as the
provider, receive payment fraw the Medicaid Frogram hefore kmawing
of the third party's liability, a refund of that payment amount
shall he made to the Medicaid Frogram , as the amount payahle by

the Departwent shall he reduced by the amount of the third party
ahligation.

In addition to statutery and regulatery provisioms, several
specific policies have heen estahlished through the assistance of
professional advisery committees. Frincipally, sonme of these
policies are as follows:

All participating providers shall provide services in compliance
vith federal and state statutes regardless of sex, race, creed,
religion, national erigin, handicap, or age.

Transoittal #19 H#A Fage 2.3
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HOSFITAL SERVICES MANLAL

SECTION IXT - KENTUCKY MEDICAID FROGRAM

Fach nedical professional is given the choice of vwhether ar nat te
participate in the Medicaid Program. Fronm these professionals vhe
have chasen to participate, recipients may choose the one from whom
they wish to receive their medical care.

When the Department makes payment for a covered service and the
provider accepts the pavment made bv the Medicaid Proaram in
"accardance with the Department's fee structure, the amounts paid
shall he cansidered payment in full; and ne bill for the same
service shall be tendered ta the recipient, or payment fer the same
service accepted from the recipient.

Providers of medical service attest hy their signatures (mot
facsimilies) that the presented claims are valid and in goad
faith. The subnission of fraudulent claiws is punishahle hy fine
or impriscnment.

All clains and suhstantiating records are auditahle hy hath the
Government of the United States and the Commonwealth of Kentucky.

The provider's adherence to the applicatien of palicies in this
manual is momitored through either post-payment review of claims by
‘the Department, or computer audits or edits of claiwms. When
conputer audits or edits fail to function properly, the application
o¢f policies in this manual remains in effect and thus the clains
become subject ta post-payment review by the Department.

Medical recards and any other infermation regarding payments
clained shall he maintained in an orgamized central file and
furnished to the Cahinet upon request and made availahle for
inspection or copying hy Cahinet personmmel. Records shall he
pmaintained for a mininun of five (5) years and for any additional
tine as nmay he necessary in the event of an audit exceptian or
ather dispute.
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CABINFT FCR BUMAN RESOURCES
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HOSFITAL SERVICES MANUAL

SECTION II - KENTIUCKY MEDICAID FROGEAM

All clains and payments are subject to rules and regulations issued
fram time ta time by appropriate levels of federal and state
legislative, judiciary and adwinistrative hranches.

All services to recipients of this Program shall he on a level of
care at least equal to that extended private patients, and normally
expected of a person serving the public in a prefessional capacity.

All recipients of this Progras are entitled te the same level of
confidentiality accorded patients NOT eligible for Medicaid
henefits.

Professional services shall he periodically reviewed by peer groups
within a given medical speciality.

All services are revieved for recipient and provider ahuse.
Willful ahkuse hy providers cam result in their suspension from
Program participation. Abuse by recipients may result in
surveil lance of the payahle services they receive.

(laivs shall not he paid for services outside the scope of
allowab le henefits within a particular specialty. Likevise, clainms

shall not he paid for services that required, but did nat have,
priar authorizatien.

(laims shall not be paid for medically unnecessary items, services,
or supplies.

When a recipient makes payment far a ceovered service, and payment
is accepted hy the provider as either partial payment or payment in
full far that service, no responsihility fer reimbursement shall

attach tae the Cahinet and no hill for the same service shall he
paid by the Cabinet.
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HOSPITAL SERVICES MNANUAL

SECTION II - KENTUCKY MEDICAID PROGRAM

E. Public Law 92-603 (As Anended)

Sectian 1909. (a) Vhoever--

(1)  knowingly and willfully makes ar causes to he made
any false statement or representation of a material fact
in any application for any henefit or payment under a
State plan approved under this title,

(2) at any time knawingly and willfully makes or causes
ta be nade any false statement or representation of a
material fact for use in determimning rights ta such
benefit ar payment,

(3) having knouledqe of the accurrence of any event
affecting (A) his initial or continued right to any such
benefit or payment, or (B) the initial or continued right
toe any such benefit or payment of any other individual in
vwhose hehalf he has applied for ar is receiving such
henefit or payment, conceals or fails te disclese such
event vith an intent fraudulently to secure such henefit
or paywent either in a greater amount or quantity tham is
due or when ne such benefit or payment is autherized, ar

(4) baving made application ta receive any such henefit
or paywent ¢r any part thereof to a use ather than
for the use and henefit or such other personm,

shall (i) in the case of such a statenent, representation,
concealnent, failure, ar conversion hy any persam in
connection with the furnmishing (by that person) of items or
services faor which payment is or may be made under this title,
he guilty ef a felony and upaon cenviction thereof fined nat
more than $25,000 or impriscned for not more than five years
of hoth, or (ii) inm the case of such a statement,
representation, concealment, failure, er cenversien hy any
ather person, he guilty of a misdeneancr and uwpon conviction
thereof fined not nore than $10,000 or imprisoned for not nare
than one year, or hath. In additien, in any case where an
individual vho is othervise eligihle for assistance under a
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State plam appraved under this title is canvicted of anm
offense under the preceding provisions of this subsectionm, the
State may at its option (motwithstanding anmy ather provision
of this title or of such plam) limit, restrict, or suspend the
eligibility of that individual fer such peried (mot exceeding
one year) as it deews appropriate; hut the imposition of a
linitation, restriction, ar suspemsian with respect ta the
eligibility of any individual under this sentence shall not
affect the eligihility of any other person for assistance
under the planm, regardless of the relationship hetween that
individual and such other person.

(b)(1) Whoever knewingly and willfully selicits ar
receives any remuneration (including amy kickback, hribe, or
rebate) directly or indirectly, overtly- or covertly, in cash
oer in kind--,

(4) in return for referring an individual te a person for
the furnishing or arranging fer the furnishing of anmy item or
service for which payment nmay he made in whole ar in part
under this title, or

(B) in return for purchasing, leasing, ordering, or
arranging for or recowmending purchasing, leasing, or ordering
any good, facility, service, or item fer which payment may he
nade in whole or in part under this title,

shall be guilty of a felony and upan conmviction thereof, shall he fined
not more than $25,000 or imprisened for not more than five years, or

bath.

(2) VWhoever knowingly and willfully offers or pays any remuneration
(including amy kickback, brike, or rehate) directly or indirectly,
avertly or covertly, in cash or in kind to amy persan to induce
such perseonm--

(A) to refer an individual to a person for the furnishing er

arranging for the furnishing of any item or service far which
payment may be wmade in whole or in part under this title, or
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(B) to purchase, lease, corder, or arrange for or recommend
purchasing, leasing, or ordering anmy good, facility, service, or
iter for which payment may he made in whele or in part under this
title,

shall be guilty of a felony and upen cenviction thereof shall he
fined not more than $25,000 or imprisoned for not were than five
years, ar hath.

(3) Paragraphs (1) and (2) shall net apply te--

(A) a discount or other reduction in price obtained hy
a provider of services ar aother entity under this title if the
reduction im price is properly disclosed and appropriately
reflected in the costs claimed or charges nmade hy the previder er
entity under this title; and

(B) any amount paid hy an employer te an employee (whe
has a hona fide employment relationship with such emplayer) for
enployment in the provisian of covered items or services.

(0) Vhoever knowingly and willfully makes or causes ta he
rade, ar induces or seeks to induce the making of, any false
statement or representation of a wmaterial fact with respect to the
conditiens or gperation of amy institutionm eor facility in order
that such institution er facility way qualify (either upen initial
certification or upon recertiftication) as a haespital, skilled
nursing facility, intermediate care facility, or home health agency
(as these terms are employed in this title) shall he guilty of a
felgny and upon conviction thereof shall he fined not mere than
$25,000 or imprisoned for not more than five years, or hath.

(D) VWhoever knowingly and willfully--

(1) charges, for any service provided to a patient
under a State plan approved under this title, momey or
ather comsideratiom at a rate in excess of the rates
established by the State, or
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(2) charges, salicits, accepts, or receives, in
addition ta anmy amount otherwise required to he paid
under a State plan approved under this title, amy gift,
money, donation, or other comsideration (other thar a
charitable, religious, or philanthrepic contribution from
an orgapization or from a person unrelated to the
patient)--

(A) as a precondition of adnitting a patient to
a hespital, skilled nursing facility, or intermediate
care facility, or

(B) as a requirement for the patient's
cantinved stay in such a facility, vwhen the cost of the
services provided therein te the patiest is paid fer (inm
whole or in part) under the State plan, shall be guilty
of a felony and upon conviction thereof shall he finmed
not more than $25,000 or imprisoned for not more tham
five years, or both.

F. Timely Submission of Clains

(lains for covered services provided to eli%ible Title XIX recipients
shall he received by the Medicaid Progran within twelve (12) months frem
the date of service in erder to be reimbursed. (laims received after

that date will not he payahle. This pelicy hecame effective August 23,
1979.

According to Federal regulations, claims shall be hilled to Medicaid
vithin twelve (12) months of the date of service or six (6) wonths of
the Medicare adjudication date. Federal regulations define "Tinely
subnission of clains" as received hy Nedicaid "ne later than 12 wenths
from the date of service." FReceived is defived in 42 CFR 447.45
(#4545] (d) (5) as follaws: "The date of receipt is the date the agency
received the clain as indicated hy its date stamp on the clain." For
Rentucky, the date received is included within the Intermal Contral
Nunber (ICN) which is assigoed te each claim as it is received at FIS.
The third through the seventh digits of the ICN (e.g. 9889043450010 =
Fehruary 12, 1989) identify the year and day of receipt, in that crder.
The day is represented hy a Julian date which counts the days of the
year sequentially (Janmuary 1 = 001 threugh December 31 - 365/366). To
consider these clains 12 months past the service date for processing,
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the provider shall attach documentation shevwing timely RECEIFT hy EIS
and documentation showing subsequent hilling efforts. (lainm copies are
not acceptable documentation of timely billing. A naximun of twelve
(12) nonths can elapse hetween FACH RECEIF1 cof the aged claim hy the
Pragran.

Clains for Title XVIII deductible and coinsurance amounts can be
processed after the twelve-menth tinme frame if they are received hy the
Medicaid Program within six (6) months of the Medicare disposition.

¢. Kentucky Fatient Access and (are System (KenPAC)

KenPAC is a statewide patient care system which, as an adjunct ta
the Kentucky Medicaid Prograw, provides certain categories of
nmedical recipients vith a primary physician or family dectar. (nly
these Medicaid recipients who receive medical assistance under the
Aid to Families wvwith Dependent Childrem (AFD(), ar AFD(-related
categaries are covered hy KenPAC. Specifically excluded are: the
aged, blind, and disabled categories of recipients; nursing
facilities, intermediate care facility for the mentally retarded
and develapnentally disabled (ICF/MR/DD); and wental hespital
inpatients; faster care cases; [refugee-—¢ases;] all spend-dawn
cases; and all lack-In cases. Ta aid in distinguishing from
regular Medicaid Progran recipients, the KenPAC recipients will
have a greem Medicaid Pragram card with the name, address, and
telephone number of their primary care praovider.

Primary physician specialists or groups whae can participate as
pricary physicians are:

General Practitioners (hstetricians Primary Physician Clinics
Family Practitiomers Gynecalogists Primary Care Centers
Pediatricians Internists Rural Health Clinics

Recipients can select a primary physician or climic vho agrees tae
participate in Medicaid and KenFAC. Recipients nat selecting a primary

physician will be assigned one within their home county. A prisary
physician can serve uwp tao 1,500 patients for each full-tine equivalent
pbysician. Primary Care Centers and Rural Health (limics cam also he

assigned recipients hased an the number of Registered Nurse
Practitioners they have on staff.
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KenFAC primary physicians or clinics shall arramge for physician
coverage 24 beurs per day, seven days per veek. A single 24 hour
access telephone number shall he provided hy the primary physician
or clinic. This pumher will be printed on the recipient's KenPAC
Medical Assistance Identification Card.

The falloving service categories shall be either provided hy the
primary physician or clinic or referred by the primary physician or
clinic in order to be reimhursed by the Medicaid Program.

Physician (excludes Ophthalmologists, Psychiatrists, chstetrical
services and routine newhorn care hilled using the mother's
MAID nuwher)

Bospital Inpatient and Qutpatient (excluding psychiatric adwissions

and routine newborn care hilled using the mother's NAID
nunher)

Laheratory Services

Nurse Anesthetists

Rural Health C(linic Services

Hone Health

Primary Care Centers

Awhulatory Surgical Centers

Durable Medical EFEquipment

Advanced Registered Nurse Fractitionmers

Services not included in the ahove list can be chtained hy the
KenPAC recipient in the usval manmer.

Referrals can ke made by the KenPAC primary physician or climic te
another pravider for specialty care or for primary care during his
or her ahsence. Special authorization or referral form is net
required and referrals shall occur in accordance with accepted
practices in the medical cowmunity. To emsure that payment will he
wade, the primary physician or clinic shall previde the specialist
or ather physician with his or her Medicaid Program pravider
nunher, which is to be entered on the hilling forw te signify that
the service has heen authorized. With the primary care physician's
approval, bis or her pravider number can he relayed hy a referred
specialist or institution to other specialists or institutionms.
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(lains for services provided to KenPAC recipients which do net have

a referral from their primary physician shallfwiti] net be paid by
the Medicaid Progran.

"Fwergency (are" is defined as a condition for which a delay in
treatment can result in death er permanent impairment of health.

Fre-authorization frem the primary physician is not required for
emergency care. The primary physician shall he contacted, whenever
practical, to be advised that care has heen provided, and to obtain
the physician's authorizaticon numher. If the authorization cannet
be cohtained from the primary physician, the provider shall ceontact
the KenFAC FProgranm to ohbtain an autharization number before
subpitting a clain.

"Urgent care" is defined as a condition not likely to cause death
or lasting harm, hut for which treatment shall not vait for a
norwally scheduled appeintment (e.g., suturing mimer cuts, setting
simple broken hanes, treating dislocated haomes, amd treating
conditions characterized by abnormally high temperatures).

The primary physician shall he contacted for prior autherization of
urgent care. If prior authorization is refused, any service
provided to the client shall[+s] not be payahle by the Kentucky
Medicaid Frogran. Ifthe recipient's primary physician cannet he
reached for prior authorization, urgent care is to be praovided and
the necessary authorization secured after the service is praovided.
Under this circumstamce, if pest-autherizatien is refused hy the
primary physician or the primary physician cannot be contacted
after service has heen pravided, special authorization cam he
ohtained from the KenPAC Frogram. When the Frogram determines that
the special authorizationm pracedure is heing misused, the
individual previder will he advised that special authorizatien for
further services can he refused.
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Routine care in the emergency room is not to he autharized by the
primary physician, and shall[wit}] nat he payable under the
Program; however, the primary care physician may authorize a hrief
exanination in the emergency roor in order to determine if anm
urgent care situation exists, evenm if the patient is subsequently

deternined as a result of the examination te require only routine
care.

KenPAC prinary physicians and clinics, in addition te their normal
fee for service reinhursements from Medicaid, will be paid $3.00
per month for each KenPAC patient they mamage. Maximum momthly
reichurserent_shall[ean] not exceed $3,000.00 per physician. Anmy
questions about the KenPAC Progranm shall he referred to:

KenPAC Branch o
livision of Fatient Access and Assessment ~
Department for Nedicaid Services

275 Fast Main Street, Third Floor Fast
Frankfort, KY 40621

Infornation and special authorization numbers can he ohtaimed hy
calling toll free 1-800-635-2570 (In-State) ar 1-502-564-5198 (In-
or Out-of-State).
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III. CONDITIONS OF PARTICIPATION

A.

Appropriate Certification

1

Acute care hospitals shall be licensed by the state and certified
for participation wunder Title XVIII of PFublic law 88-97
(Medicare) in order te he eligihle to submit a Cemnguvealth of
Kentucky, Cahinet for Human Rescurces, Departwent for Medicaid
Services Frovider Agreement (MAF-343 Rev. 5/86), Department for
Medicaid Services Certificatian om Iabbying (MAP-343A), and
Departnent for Medicaid Services FProvider Information Farm
MAE-344 (Fev. 03/91) ta the Medicaid Program. Hospitals
participating in the Kemtucky Medicaid Frogram are required te
neet the current conditions of participation fer hespitals,
BIR-10 (Fev. 6/67) governing participation under Title XVIII of
Fublic Law 89-97, and amendwents thereto. In those instances
vhere higher standards are set hy the Medicaid Progran, these
higher stamdards will also apply.

An applicant shall not hill the Medicaid Program for services
provided te eligible recipients prior te the assignment hy the
Medicaid Preogram of a provider nunmber. The Medicaid Fregranm
will pet assign a provider number until all forms required for
the application for participation are conpleted by the applicanmt
and returned to the Department for Medicaid Services and it is
determined that the applicant is eligible te participate. (mce
an applicant is notified in writing of am assigmned pravider
nunher, the Medicaid Program can he hilled for covered services
provided to eligible recipients.

Certification for participatien under Title XVIII will not be
required of hospitals accredited hy the Joint Comnission on
Accreditation of Healthcare Orgamizations (JCARQ).

Any hospital wishing to terninate its agreement shall submit this
in vriting to the office of the Conmissioner, Department far
Medicaid Services. Any services provided ta recipiemts hy the
hospital as of the date of that hospital's termination will net
be reimbursable by the Medicaid FProgram.
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4. Ifa pravider vishes ta submit EMC claiws, the provider shall
canplete and submit a Provider Agreement Addendum (MAF-380 Rev.
4/90). Ifa third party computer billing agemcy is used to
prepare the media fer the preovider, the electreonic media hilling
agency shall alse complete and submit an Agreement (MAP-246 Rev.
10/86). These cempleted forms shall be mailed directly ta the
Iepartnent for Medicaid Services, Fravider Fnrollment, 275 East
Main Street, Frankfart, Kentucky 40621.

5. The Department for Medicaid Services has authorized payment for
services provided July 1, 1987, and after to eligible Medicaid
recipients in  Medicaid-certified dual-licensed beds, in
accerdance with KRS 2168.107. Please refer ta your Nursin
Facility Services Manual [intermediate--Care-facility-Manuat-or
Skttied-Nursing-Faetitty-Manual] for detailed informatien.

6. If a provider wishes to hill the Medicaid Program for hospital-
based physicians, the haspital shall complete the Certificationm
of Conditions Met (MAP-346) and the Statement of Autherizatien
(VAER-347). The NMAF-347 shall be conpleted and retained in the
hospital's files and the MAP-346 shall be completed and subnitted
to the Medicaid Program prior te hilling for amy physician
services. Without the completion of these forms, a hespital will
be submitting fraudulent clainms.

This sanme procedure wi 11 alse apply te all hospital providers
that are hilling the Medicaid Fregranm fer physical therapy and
speech therapy services.

Qut-of-State Hespitals

Qut-of-state hespitals can autematically participate in the Medicaid
Frogran if they are participating inm their ovwn state's Title XIX
progran. They shall faorward to the Medicaid Frogram a completed
Conmonwealth of Kenmtucky, Cahinet for Human Rescurces, Department far
Medicaid Services Provider Agreement (MAF-343) and Pravider
Information form (MAP-344). Iftheydo mat participate in their own
state's Title XIX Program, they shall he certified te participate in
the Title XVIIPregram. They shall then farvard a completed NAF-343
and MAP-344 to the Medicaid Progranm.
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Qut-of-state hospitals shall alse provide to the Medicaid Frogranm a
current notice of continuing certification of participatien in their
state's Title XIX Prograw. Ifnet, Kentucky Medicaid participation
shall he terminated in accordance vith the expiratiom date of the
eriginal participation agreement.

Cut-of-state hospitals on binding review with a Medicaid Peer Review
(rganization (PF() in their state shall review all Kentucky Medicaid
adwissions for medical necessity hefore payment can he made. All
bills subnitted for payment hy hospitals an hinding review shall
verify this by conpleting form locator 87 on the UB-82 claim form.

Hospitals not en hinding review with a Medicaid FR(Q are to perform
utilization review in accoerdance with their state's uwtilization review
uidelines. Verification that the utilization review mechanisn of the
ospital reviewed the admission will he accomplished by conpleting
fore locater 87 on the UB-82 claim forn.

Bospitals will he required to subnit additional information if
requested by the Frogram.

C Qut-of-Country Hospitals

Haospitals located outside the United States and Territories cannot
part icipate in the Kentucky_Medicaid [Medicat-Assistanee] Frogran.

D. Peer Neview (rganization (FRQ)

The Professional [Review] Standards Review (rgamizatian (FSK(Q) was
established in 1972 hy Public Law 92-603 and later changed to Peer
Review (rganization (FR(Q). The primary purpose of the PRC is ta
assure that services provided te Title XIX recipients are medically
necessary and at the appropriate level of care.

Fuergency adnissions do not require pre-adeission review but admission
review is to he performed within tvo (2) werking days of said
admissions.  The authorized lenmgth of stay (L(S) will he determined,
for these types of admission, during admission review.
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Scheduled admissions require pre-adnission review which shall he
chtained by the office staff of the adwitting physician. The
pre-avthorization nuwher and lemgth of stay (L0S) assigned by the FR(
shall he provided to the haspital hy the adnitting physician.

Ifthe recipient received a hackdated Medical Assistance Identifi-
cation (ard showing retreactive eligihility, the hospital staff can
call the PRO for review of the service. This needs to he conpleted
inmediately after the card is received by the recipient.

L0S extension requests shall he imitiated hy hospital staff hy
contacting the PRQ staff at the toll-free nunber.

The FRO coffice can he contacted at 1-800-292-2392 In-state or
1-800-228-5762 (In or Qut-of-State) hetween the hours of 8:00 a.nm. and
5:30 p.uv. (Eastern Standard Time en Monday through Friday).

Address inquiries regarding PRQ procedures ta:

Bealthcare Review Corporationm
9200 Shelbyville Road

Suite 215

Louisville, KY 40222

Ternination of Participation
Ifa pravider's participation is terminated by the Kentucky Medicaid

Program, services provided after the effective date of terminaticrn are
net payable.
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907 KAR 1:220 regulates the terms amnd conditions of pravider
participation and procedures for provider appeals. The Cabivet fer
Human Rescurces determines the terms and conditions for participation
of vendars in the Kentucky Medicaid Frogranm and may suspend,
terminate, deny or nat remew a vendor's provider agreement for "good
cause.” "Goed cause" is defined as:

1. Misrepresenting or concealing facts in corder to receive or to
enahle others to receive benefits;

2. Furnishing or ordering services under Medicaid that are suh-
stantially in excess of the recipient's needs or that fail to
nreet professionally recognized health care standards;

3. Misrepresenting factors concerning a facility's qualifications
as a provider;

4. Failure to conply with the terms and cenditions for vendor
participation in the program and to effectively remder service to
recipients; or

5. Submitting false or questionahle charges to the agency.

The Kentucky Medicaid Program shall notify a provider inm writing
at least thirty (30) days priar to the effective date of any
decision te terminate, suspend, deny. or not remew a provider
agreement. The notice will state:

I The reasons for the decision;
2. The effective date;

3. The extent of its applicability te participatiom in the
Medical Assistance Preogranm;

4.  The earliest date on which the Cabinet will accept a
request for reinstatement;

5. The requirements and procedures for reinstatement; and
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6.  The appeal rights availahle to the excluded party.

The provider receiving such notice may request an evidentiary

hearing.  The request shall{must] he in writing and made within
five (5) days of receipt of the notice.

The bearing shall he held within thirty (30) days of receipt of
the vritten request, and a decisian shall be rendered within
thirty (30) days from the date all evidence -and testimony is
subnitted. Technical rules of evidence shall net apply. The
hearing shall he held hefore an impartial decision-

waker appointed hy the Secretary for Humar Rescurces. Vhen an

evidentiary hearing is held, the provider is entitled te the
falleving: ‘

1. Timely vwritten motice as to the basis of the adverse
decision and disclesure of the evidence upon which the
decision was based;

2. An opportunity te appear in persom and introduce evidenmce
to refute the hasis of the adverse decision;

3. Counsel representing the pravider;

4. An copportunity to be heard in persom, to call witnesses,
and to imtroduce documentary amd other demanstrative
evidence; and

i 5. An opportunity te cross-examine witnesses.

The written decision of the impartial hearing officer shall state the
reasens for the decision and the evidence upon which the determinmation is
hased. The decision of the hearing officer is the. final decision of the
(abinet for Human Resources. These praocedures apply to apy provider wha has
received natice from the Cahimet of terminatiaonm, suspension, demial or
non-reneval of the provider agreement or of suspension from the Kentucky
Medicaid[Medieat--Assistance] Pragran, except in the case of am adverse
action taken under Title XVIII(Medicare), hinding upen the Medicaid[Medica}
Asststance) Program. Adverse action taken against a provider under Medicare
shall he appealed through Medicare procedures.
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F. Placement

Assistance with placement in nursing facilities can be ohtained hy
contacting the lacal office of the Departwent for Sacial Services
whose staff are knowledgeahle regarding patential for placement in
Kentucky facilities.

The Medicaid Frogram dees not routinely make payment for services
provided ta Kentucky Medicaid recipients who are placed inm
cut-of-state long term care facilities, e.g. nursing facilities (NF),
intermediate care facilities for the mentally retarded and
developmentally disabled (ICF/MR/DD) and mental hespitals.

6. Patient's Advance Directives

Fffective lecemher 1, 1991, Section 4751 of (BFA 1990 requires that
adults eighteen (18) vears of age aor alder receive information
concerning their rights to make decisions relative to their wmedical
care. This includes the right te accept or refuse medical er surgical
treatment, the riqht to execute a livimg will, and the right te grant
a durable power of attormey far his or her medical care to another
individual.

A hespital shall pive information regarding advance directives at. the
time of the individual's admission as am inpatient. Additionally,
providers shall:

(a) Maintain writtem policies and procedures vith respect to all
adult individuals receiving medical care by or thraugh the
provider or orgamization ahbout their rights under statejla“ ta
vake decisions concerning medical care, including the right te
accept ar refuse medical or surgical treatment and the right te
faormulate advance directives;

(b) Provide written information to all adult individuals en their
pelicies concerning implementation of these rights;

(c) Docunent in the individual's medical records whether ar nat the
individual has executed am advance directive;
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(d) Naot condition the provision of care or otherwise discriminate
against an individual hased on whether er net the individual has
executed an advance directive;

(e) Fnsure compliance with requirements of State law (whether
statutory or recagmized by the courts) camcerming advamce
directives: and

(f) Provide (individually or with others) for education for staff and
the community on issues cancerning advance directives.

State law allows for a health care previder or agent of the previder
to ohject to the implementation of advance directives. For additional
information, refer to KRS 311.634 and KRS 311.982 or censult anm

attarney.

FPlease refer te Appendix XXI for copies of materials relating te the
Advance Directive law.

1)  Description of Kentucky laws regarding the

a) Living VWill Act
b) Health Care Surregate Act
c¢) Durahle Fover of Attormey

2) living VWill Declarationm

k)] Designation of Bealth Care Surrogate

4)  Advance lirective Acknowledgement

5)  Fratocal

The cost of reproducing these materials shall he Medicaid allowahle
cast for Medicaid-eligible individuals.
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Iv.

FROGRAM COVERAGE

A.

Inpatient Services

1.

A naxinun of feurteen (14) days per admission is payable for
adnissions on and after April 1, 1981. All admissions are
subject to approval hy the Medicaid Peer Review Organmization
(FRQ). and shall he within the scope of covered services.
The 'Medicaid Program pays for [the] either the date of
aduission or the first day fdete] of eligihility, _if later,
but shall{ean]not pay for the date of discharge; hawever, all
cavered ancillary charges incurred an the date of discharge
shall [wit}] he allowed by the Medicaid Progranm.

Fffective July 1, 1989, the Kentucky Medicaid Program
provides reimbursement, without duratienal limits, for
nmedically necessary inpatient hespital services pravided to
Medicaid recipients under age ane (1) in hospitals defined hy
the Department of Medicaid Services as disproporticnate share
haspitals. This neams that for disproportionate share
hospitals, recipients under age ame (1)_shall [wit} ] nat ke
linited to the regular maximun of fourteen (14) days. After
age 1, coverage reverts te the 14 day maximum.

Fffective for services provided an and after July 1, 1991, by
hospitals designated by the Kentucky Medicaid Progqram as
dispropartionate share hospital, recipients under age six (6)
are eligihle for nedically necessary inpatient services

vithout durational limits, regardless of any
prior utilization of hespital services. After age 6§,

coverage reverts to the 14-day maximum,

Fffective for services provided an and after July 1, 1991,
the Kentucky Medicaid Program shall pravide reimbursement far
medically necessary inpatient services, without duratienal
limits, regardless of amy prier utilizationm of priar
services, for recipients under aqe one (1). Reimbursement is
availahle irrespective of designation as a disproperticnate
share hospital. After agqe 1, services pravided by
non-disproportionate share heospitals reverts to the 14-day
naxinumn.
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Fffective for services pravided on and after March 4, 1991,

hospitals are reminded that KRS 205.575 requires hespitals ~

articipating in the Hospital Indigent Care Assurance Progranm

%ﬂCAP)to pravide medically necessary days of care in excess
of Medicaid program linits te Medicaid recipients free of
charge to the Medicaid Program or the recipient. HICAP amly
applies to_inpatient hospital services provided to recipients
by hospitals located within the state of Kemtucky.

2. Inpatient adwissions covered for eligible FProgram recipients
are these primarily for treatment indicated in the management
of any acute or chromic illness, injury, or inmpairment, and
for maternity care.

. Advissions for diagnostic purpeses shall he [art ]
reimbursable only if the diagnestic pracedures cammot he
performed op an cutpatient bhasis.

4. The Nedicaid Progran shall [een] nake payment for Program
recipients who are transferred from a greater facility te a
lesser facility for a combined total of 14 benefit days.

Reinhursement for admissions to the lesser facility shall he

[++] subject to the palicies and procedures goverminmg
adumissions to acute care hospitals.

The Medicaid Program shall f[ean] make payment ta the greater
acute care hespital for a maxiwun of 14 days faor Pragranm
recipients who are transferred frem a lesser acute care
hospital te a greater acute care haspital, if the needed
acute care cannct be provided at the "lesser" facility.

5.  The Medicaid Frogram shall [can] nake payment for

readnissions within 30 days (NLY when an acute exacerhatienm
of an existing conditian accurs or when an entirely nmew
condition develaps.
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6. The Genmeral Assenhly, Regular Session 1978, passed legislationm
(House. Bill 179) which amended KRS 2@5.560. The law
specifies the canditions for which the Medicaid Program canm
nake paynment for induced ahortiens, induced miscarriages, or
induced prenature hirths for Title XIX recipients. The
services shall he considered covered, suhject to ather
Program edits,if the physician certifies that in his or her
professional judgement am induced abortion or miscarriage is
necessary for the preservation of the life of the vwoman, and
in the case of an induced prenature hirth, intended to
praduce a live viahle child.

The apprepriate certification forns (MAP-235 ar MAP-236),
indicating the procedure used and signed hy the physician,
shall accenpany all invoices requesting paynent far these
services.

7. Sterilizations shall be[are] reimbursable hy the Medicaid
FProgranm only when in compliance with federal regulations (42
CFR 441.250) which are as follows:

a.  The consent form (MAF-250, Rev. 1/79) shall he signed hy
the recipient and the person chtaining the camsent at
least thirty (30)days in advance of the procedure heing
performed, except in cases of premature delivery and
energency ahdawminal surgery, inm which cases aonly a
seventy-tve (72) hour waiting peried is required. The
expected date of delivery shall have heen 30 days inm
advance of the date the consent was given. A maximun of
ane hundred and eighty (180) days shall elapse hetween
the date the comsent farw is signed and the date onm
which the procedure is performed.

b. The physician who performs the praocedure shall sign and
date the MAP-250 after the sterilization procedure is
performed.

€. The recipient shall be at least twenty-one (21) years of
age at the time consent is chtained.
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The recipient shall not have heen legally declared
nentally incompetent unless he or she has heen declared
conpetent for purposes which include the ahility te
cansent ta  sterilization, and shall nat he
institutionalized. The fact that a facility is
classified as an NF or ICE/NMR is not necessarily
determinative of whether persons residing therein are
"institutionalized." A persom residing in am NF ar
ICE/MR is nat cansidered te he an "institutionalized
individval" far the purpases of the regulations unless
that persen is either: (a) inveluntarily confined or
detained wunder a civil or criminal statute in ane of
these facilities; or (b) confined under some forn of a
voluntary commitment, and the facility is a mental
hospital or a facility for the care and treatment of
nental illmess.

The recipient shall he advised of the nature of the
sterilization procedure to he performed, of alternative
wethods of family planning, and of the disconforts,
risks, and hemefits associated with it. The recipient
shall be advised that his or her comnsent te he
sterilized can he withdrawn at any time and will not
affect his or her entitlement to henmefits pravided hy
Federal funds.

Interpreters shall be provided when there are language
barriers and special arrangements shall he nade for
[handicapped-individuals] persons with disabilities.

To reduce the chances of sterilization being chosen under
duress, a comsent shall not he cobtained from anmyeme in
labor -or childbirth, under the influence of alcchal ar
other drugs, ar seeking or obtaining an abortionm.

These regulations apply to medical procedures performed
for the purpose of producing sterility.

Reimhursement shall Hs3 not he available faor
hysterectanies performed for sterilization purpeses.
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J. ALl applicable spaces of the MAP-250 shall he conpleted
and the form shall accompany all clains subnitted for
paywent for a sterilization procedure.

§. In those cases vhere a sterilization is performed in
conjunction with another surgical procedure (e.g., cesarean
sectien, cyst removal) and compliance with  Federal
regulatiens gaverning payment for the sterilization has nat
heen met, the Kentucky Medicaid Prograw can only make paywent
for the non-sterilization procedure. It is necessary to
disallow one-half of the following:  operating raon charge,
anesthesia charge, and pathelegy charges. Hospitals which
utilize an all inclusive rate reinhursement system shall
deduct one (1) day's charges representing Roonm and Board and
All Inclusive Ancillary Services.  These charges shall he
entered in the nen-covered celumn of the UB-82 hilling ferm,
indicating non-paynent for the actual sterilizationm
procedure. In the event a sterilizatiom procedure is
perfarmed concurrently with a delivery and compliance of the
sterilization grocedure with federal regulations is nat
dacumented, the disalloved conpoments will be the tatal
operating roem charges amd all other amcillary charges
pertaining te the sterilization procedure. The delivery
service is payable if the patient is an eligihle recipient.

9. Title XIX funds can be expended for hysterectomies that are
medically necessary only under the follewing conditions:

a.  The persan who secures the authorizatien te perfarm the
hysterectomy has inforned the imdividual and her
representative, if any, orally and inm writing, that the
hysterectemy will render her permanmently incapable of
repraduction; and

b.  The individwal or her representative, if amy, has signed
37d dated the Hysterectomy Comsent Form (MAP-251, Rev.
1/79).
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This Bysterectony Comsent Form (MAP-251, Rev. 1/79) shall
accompany all claims submitted for payment for hysterectories,
except in the falleowing situationms:

a. The individual is already sterile at the time of the
hysterectony; or

b. The individual requires a hysterectamy hecause of a
life-threatening emergency in which the physician
determines that prior acknowledgement is nat passible.

The physician shall certify in writing either the cause of
the previcus sterility or that the hysterectomy was performed
under a life-threatening emergency situatiem in which he or
she determined pricr acknowledgement was not pessihle. The
physician shall alse¢ include a description of the nature of
the emergency. This decunentation shall accempany any
hysterectony procedure for which a Hysterectomy Consent form
(MAP-251) was net obtained.

If the service was performed inm a periad of retreactive
eligihility, the physician shall certify in writing that the
individual vas previcusly informed that the procedure weould

render her incapable of reproducing, ar that cone of the
exempt conditions was net.

10. Private accommodations shallfwiH] he reimbursed hy the
Medicaid Progranm only ifmedically necessary and so ordered
by the attending physician. The physician's orders far and
description of reasans for private accomnodations shall he
maintained in the recipient's medical records. Ifa private
roen is the anly room availahle, payment will he made until
another roon hecames available. If all raoms onm a particular
floar or umnit are private roems, payment will he nade.
Documentation of these cases shall he made availahle ta the
Frogran upon request.
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11,

Physical therapy is am aspect of restorative care which
consists of the application of a canplex and sophisticated
group of physical modalities and therapeutic services to
relieve pain, develop ar restare functions, and maintain
maxivuw performance. The Medicaid Frogram will nake payment
for these services (as an ancillary service) when the therapy
is actively concerned with restoration of a lost or impaired
functien. For exanple, physical therapy treatments im
connection vith a fractured hip or back, ar a (VA shall be
directed toward restoration of a lest or impaired function
during the early phase when physical therapy can be expected
to he effective. After the condition has passed the acute
phase and the medical services provided in a hospital are ne
longer needed, the need for physical therapy will net justify
cantinued hospitalization. These services can he provided
through the cutpatient departnent of the hespital or in an
extended care facility.

a.  FPhysical therapy shall he prescribed and directed hy the
attending physician.

b.  Physical therapy shall he provided by a licensed
physical therapist or a registered physiotherapist.

For purposes of gemeral information and clarification, when a
Eatient is receiving supervised exercises while receiving
gspital care for conditions not invelving impairment of a
hysical function, the services required te maintain hin or
Eer at a given level generally shall not censtitute physical
therapy services, and therefore, shall net qualify for
reinhursement hy the Nedicaid Pregram. CGenmeral supervisionm
of exercises which have been taught te the patient alsa shall
net qualify faor payment by the Medicaid Progran. These
services shall constitute rehabilitative nursing care and
shall be included in the administrative cost of the facility.

These definmitions apply to both inpatient and cutpatient
hespital care.
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12.

The hospital administrater is required to complete an MAP-346
and NAP-347 notifying the Medicaid Frogram that the facility
has these therapists an its Lthe%r] statf. The MAF-347 shall
be retaimed in the hospital s' fiI¥ and available for review
by the Medicaid Program staff. The MAF-346 shall he
submitted to the Medicaid Program amy time the staff is
changed. Mail ta: Departwent for Medicaid Services,
Frovider Fnrollment, 275 Fast Mainm Street, Frankfort,
Kentucky 40621.

NCTE: Fhysical therapy services provided off-site in
accordance vwith provisions of the Conmissiaon for Health
Ecanorics Contrel in Kentucky, are reimhursable omly to
licensed, participating rehabilitation hespitals.

Newhorn hespital charges are hilled an a separate clain from
the mother's (bahy's name and MOTHER'S MNedical Assistance
nunher are entered enm the clain form). These services shall
be billed to the Medicaid Program using Type of Bill 110
vhich represents a non-payment or zera pay hill. This
applies ta inpstate hespitals only. Af& gqut-of-state
hespitals shall hill the Medicaid Program using T0B 111
because they are reinmhursed at a percent of wsuval and
customary charges without year end cost adjustment.

Fffective for services provided prior te July 1, 1991, if it
is determined to he medically necessary (certified hy FR()
for the mewhorn to stay after the mother is discharged,
payrent may he wade for a maxinmum of fourteen days after the
nother's discharge. The haby shall he eligible for the
Medicaid Progran henefits and the service shall he hilled
under the hahy's pame and Medical Assistance nunher., The

date of service will hegin with the date of the mother's
discharge.
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Fffective far mewborm services provided fer—er—after—duty-4-

om July 1, 1989 through June 30, 1991, to recipient;
in hospitals defined hy the Uepartment of Medicaid Services
as disproporticonate share hospitals shallfare] mot he linmited
to the fourteen (14) day maximum until age ame (1). These
services can be hilled, without duratiomal limits, for
medically necessary impatient hospital services heginming
vith the date of the nmother's discharge. See Section VII far
billing instructions.

Fffective for services provided on and after July 1, 1991, if
it is determined tao he medically necessary for the newhorn to
remain in haspital after the mother's discharge,
reinbursement shall be provided without duratiomal limits
until the recipient reaches age ome (1) irrespective of
designation as a disproperticonate share hospital. The hahby
shall he eliqihle for Medicaid Proqran benefits amd the
services shall he hilled under the hahy's Medical Assistance
nunbher.

Fffective for services provided op and after July 1, 1991, by
hospitals designated hy the Kentucky Medicaid Praogram as

disproportignate share hespital, recipients under age six (6)

are eligihle for medically mnecessary inpatiemt S€rices

without  duratignmal limits, regardless of _any prior
utilization of hespital services. See Section VII far

billina instructions.

Payment cannot be wade for hospital services whem the bahy is
retained awaiting adeption placement hecause the continued
stay is not medically necessary.

N(TE: Ifthe mother vas imeligihle for Medical Assistance at
the time of the service hut the mewhorm has a Medical
Assistance Identification (Card, the charges for the newhorn
can "be billed on a (B-82 using the haby's own nunber. In
this type case, Form Locater four (4) of the UB-82 shall
contain cade 111
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13.

Gastric hypass surgery and other siwilar procedures,
including the jejumcileal bypass procedure amd gastric
stapling, are considered passibly cosmetic procedures and
therefore are payahle only if they meet the fallowing
criteria:

a.  There is decumentation that the recipient suffers fran
ather conditions te an extent dangeraus te his ar her

health, e.g. high blood pressure, diahetes, caromary
disease, etc.

b.  There is dacumentation that all other forms of weight
loss have been exhausted, with legitimate efforts on the
part of the physician and recipient, i.e. dieting,
exercise, and medication.

c. There is documentation that the sources of weight gain
have been identified and subsequently, treatment was
attempted in accordance with the diagnesis.

d. There is daocumentation that prier te the surgery at
least one (1) ather physician besides the surgeon has
been consulted and has approved of the surgical
procedure as a last resort of treatwent.

e.  The recipient is at least 100 pounds over the maximum
veight of his or her height and weight categary as
determined by the attending physician.

It is necessary that the above information accompany each
claim for these pracedures.

14. Billing for services prior to discharge may he wade anly if a

15,

recipient has been hospitalized fer the applicable fourteen
days of Frogram caverage, At thatfsuek] tine, hospitals can
subnit anm initial billing for the first fourteen days. After
the recipient is discharged, the instate hospital can subnit
a final billing showing actual discharge date.

Adnission kits.
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16. Impatient dental services for "high risk" recipients ONIY
(those with heart disease, mental retardatiaon, high hload
pressure, etc.).

17. The

Kentucky Medicaid Progranm recognizes the fallaving

durahle appliances and supplies as covered items suhbject to
audit as to medical necessity for appliance.

Tayler Back-Brace

Williams Back-Brace

Chair Back-Brace

Long Leg Brace

Short leg Brace

Cervical Four-Poster Brace

Shoulder Ahduction Brace

Lurhar-Sacro Corset

Colosteny Care Devices or Permanent Appliances
Ileostony Care Devices aor Permanent Appliances
Prosthetic Care Devices - (ontiguous Tissue
Any Bag or (atheter Supply Necessary for the Day of Discharge
Insulin Punmp

Jobst Garment

TFD Stockings

18. Per federal regulation (42 CFR 441.12), laboratary tests
which are routinely perfarmed en admission are reimbursahle
oanly vwhen specifically erdered hy the attending physician or
responsible licensed practitionmer.

1. A hospital can nake arrangements or contract with others te
furnish covered inpatient items and services.

Where a haspital ohtains laheratery or ather services
for its  inpatients  under  arrangements with anm
independent  lahoratary, the laharatory shall be
certified to meet the CONDITIONS FOR COVERAGE (F
SERVICES (F INDEPENDENT LIABORATORIES governing
participation under Title XVIIIof Public Law 89-97.In
these cases vhere the Medicaid Prograw nmakes payment for
haospital inpatient services provided to the recipient,
receipt of payment by the haspital for thase services
(whether it hills in its own right or on behalf of these
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furnishing the services) shall relieve the recipient and
the Praogram of further liability.

k. When laboratery services are obtained for an inpatient
of a hospital under arrangements with the laharatery of
another participating hespital, receipt of paynent hy
the first hospital for the services (whether it hills in
its own right or an hebhalf of those furnishing the
services) shall relieve the Program and the recipient of
further liability.

C. Fffective for services provided on or after Septemher 1,
1992, any pravider that hills the Medicaid Progran for
laboratory services shall he required to provide their
(linical Iaheratery Inmprovement Act (CLIA) Certificate
nunher.

20. Speech therapy is payable whenever it is prescribed and
directed hy the attending physician. The facility shall also
have a licensed speech therapist on its[their] staff. The
Hospital Adwministrator is required te complete an MAP 346 and
MAF-347 notifying the Medicaid Program that the facility has
speech therapists on its Eehe%rf staff. The MAP-346 form
shall he completed and submitted to the Medicaid Pragram
anytine the facility has a change in its staff. The MAP-347
shall be retained in the haspital's files and shall he
available for review by the Medicaid Frogram.

21. Fer services provided prier te Jume 1,1991, ohservation roon
services and emergency roam services are payable om anm
inpatient claiw only vwhen the recipient is admitted through
the outpatient departwent.

22. Adnissians strictly for treatment of alcahal, drug and
chenical dependency de not fall within the scope of covered
Medicaid benefits unless an enmergency situation exists. In
this event, discharge to an appropriate treatment center
shall occur upon stabilization.

23. Hospital-hased physician services (Anesthesiolegy,

Cardialogy, Pathaolagy, Radiolagy, Encephalography)  are
reinhursahle by the Department whenm billed in accordance with
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Frogram guidelines. Flease refer te Section V for detailed

information.
B Non-Covered Inpatient Services
1. Days of stay in excess of fourteen days per admission. This

does not apply to [dispropertionate--share] acute hospitals
that are hilling Medicaid for recipients with exceptionally
high cests or long lengths of stay under age ome (1)
under age six (6) for disproporticnate hospitals.

;_and

2. LIays of stay im excess of the numher of days set hy FRQ
(subject to the fourteen day tetal limit).

3. If the recipient is "on leave" (not an inpatient), thaose days
when be or she is mot am inpatient are NOT to he counted
tavard the fourteen day peried. FPayment shall [can]not he
nmade faor days vwhen the recipient is "on leave?

4 Private duty nursing services.

5. Artificial limhs.

6.  Personal services that are not medically necessary (exanmples:
television, guest meals, telephone).

7. Any charge reflecting a service that is not a determined
reimbursable cast by Title XVIII or Title XIX.

8. Late discharge fees.

9. Administratively mecessary days as determined hy the
hospitals on hinding review with the Peer Review Orgamizationm
(FRQ).

10. Services not vithin the scope of Program coverage regardless
of FRO determinationms.

11, Diagnestic admissions for procedures which could be perfernmed
on an outpatient basis.
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d.  (limic visits, which are provided in an outpatient
departwent owned and operated by the hospital, maz he
considered for payment. The climic visit charge shall
be hilled separately and shall net include ancillary
charges, bload tests, X-rays, etc.; therefore, amy
clinic visit charge shall he considerably less than an
energency roan charge.

e.  Miner surgical and radiclogical procedures.

f.  Bespital-based  physician  services (Anesthesialagy,
(ardiolegy,  Fncephalography, =~ Radiclegy, Pathelagy,

Fuergency Roam physician [Services]) are reimbursable as
defined in Sectian V, Reinbursenment.

2.  Sterilization procedures are payable as an cutpatient service
accarding te Federal Regulations cited in IV. A - Impatient
Services.

3. Induced abortions, induced niscarriages, or induced premature
hirths are covered as an outpatient service according te the
regulations cited in IV.A. - Impatient Services.

4. The follewing bhiclogical and blood constituents are
exceptions to item 0.3. and are FAYABIF in the cutpatient
departnent for services provided prier te July1, 1990.

a. Bhe (I) Inmune Glohulin (Buman)

b. Anti-hemaphilic Factor (ARF)

c. Rahies drug treatment

d. (henmotherapy for amy hloed or chemical dyscrasia (e.g.
cancer, hemophilia)

Nedications associated with renal dialysis treatments
Base IVsclutions (without drug additives)

Tetanus toxoid

Certison injections

TQ o

Beginning with services provided on or after July 1, 1990,
reinbursement is available for drugs adwinistered in the
gutpatient department. Reinbursement is not available for
take-home drugs or drugs which have heen deened
less- than-effective by the Food and Drug Administration (ELA).
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5. The hospital coutpatient services listed previcusly shall he
reasonahle and necessary and related to the diagnesis and
prescribed by, orin the case of emergency roonm services,
determined to he medically mecessary by a duly-licensed
physician, or vhen applicahle, a duly-licensed dentist, for
the care and treatment indicated in the nmavagement of
illness, imjury, impairment or natermity care, ar for the
purpese of determining the existence of [such] an illness or
condition in a recipient. Moreover, the services shall he
furnished hy or under the supervision of a duly-licensed
physician, or when applicable, a duly-licensed dentist.

6. A hespital may make arrangements or contract with others to
furnish covered outpatient items and services.

a.  VWhere a hespital chtains laharatory or other services
for its outpatients under arrangements with anm
independent  lahoratery, the  laheratery shall he
certified to meet the CONDITIONS FOR COVERAGE (F
SERVICES (F INDEPENDENT IABORATORIES gaverning
participation under Title XVIIef Fublic Law 89-97. In
these cases vwhere the Medicaid Fregram makes paywent for
hespital outpatient services provided te the recipient,
receipt of payment hy the hospital far these services
(whether it hills in its awn right er on hehalf of thase
furnishing the services) shall relieve the recipient and
the Progran of further liability.

b.  VWhen lahoratory services are cohtaived for am cutpatient
of a hespital under arrangements with the laheratory of
another participating hospital, receipt of payment by
the first hospital for the services (vhether it hills inm
its own right or an hehalf of those furnishing the

services) shall relieve the Program and the recipient of
further liability.

c. [Fffective for services provided an or after Septemher 1,
1992, any provider that hills the Medicaid Pragran for
lahoratary services shall he required to provide their
(li;ical Iahoratery Improvemenmt Act (CIIA) Certificate
nunher.
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7.  Fhysical therapy is covered om an eutpatient hasis according
te the regulations cited for inmpatient services - Sectian IV,
item #11.

8. Speech therapy is payable whenmever it is deemed as a
vecessity hy the physician. HRefer te regulatiems cited far
inpatient services - Section IV, Item #20.

9. Qutpatient dental services for "high risk" recipients ONLY
(those with heart disease, mental retardation, high bload
pressure, etc.).

10. (bservation roon and helding heds.
D. Non-Cavered (Qutpatient Services

The folloving outpatient services_shall he [are] EXCIUDFD from
Program coverage:

L.

Itens and services which are net reasonahble and pecessary and
related to the diagnesis or treatment of illmess or imjury,
inpairpent or natermity care.

Services for which the recipient bas ne ohligatien te pay and
for which no other person has a legal obligation ta pay.

Drugs, biologicals and injectables purchased hy or dispensed
to a recipient for services preovided prior to July 1, 1990,
are net reinhursable by the Medicaid Program with the
exception of those noted in C.4. [#bover] (NCIE: These items
may be provided under the pharmacy portion of the Medicaid
Program, in accordance with the Medical Assistance (utpatient
Drugs lList.)

Routine physical examinatiaonms.
Charges less than $1.00.

Call hack, stat and handling or processing fees.
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12.

13.
14.

15.
16.
17,
18.

Advissions  fer elective or cosmetic procedures are
non-payahle by the Medicaid Progran. (If the attending
physician feels the procedure is medically necessary,
dacunentation to support the wmedical mecessity shall he
subnitted to the Division of Program Services far
consideration.

Routine physical exans.

Professional charges for physician services that are nat
hospital-based (Section V, Reimbursement).

Take-home drugs and supplies.
(ccupational therapy.
Call back, stat and handling or processing fees, etc.

(hservation room services and emergency room services
covering services provided on and after Jume 1, 1991.

C. Qutpatient Services

L,

There are ne limitations on the number of hespital outpatient
visits or services available to Program recipients.

The hespital outpatient services which can be covered are as
follows:

a. Diagnostic services as ordered by a physician
b.  Therapeutic services as ordered by a physician
c.  FEmergency reom services in emergency situations a5

determined by a physician.  The recipient shall have
cantact vwith the physician.
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SECTION IV - FROGRAM COVERAGE

1. Flective or cosmetic procedures are nom-payahle hy the
Medicaid Frogram. If the attending physician determines the
procedure is medically mnecessary, dacumentation te suppert
the wedical necessity shall be submitted to the Division of
Frogran Services for consideration.f}H

a.  Take home drugs and supplies.

9.  (Occupational therapy.
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SECTION V - REINBURSEMENT

For outpatient services provided on and after July 1, 1996,
reimbursement shall continue at sixty five (65%) percent of
covered charges with limitations on reinmhursement for
laberatory services. The Department shall, however, caost
settle tao the lower of cost ar charges at the year end for
Kentucky hespitals.

Fffective for services provided on and after Jume 1, 1991, all
gutpatient services pravided priar to the actual time of
adnission shall he subnitted an a separate clain and shall mat
he conhined and hilled as an inpatient service.

B. (utpatient Lahoratary Rates

For services provided to Medicaid recipients on and after
(ctoher 1, 1984, the Deficit Reduction Act of 1984 requires
hospital cutpatient and nonpatient laheoratery services ta he
paid in accordance vwith a fee schedule. Vhere a tissue
sanple, hloed sample, or specimen is taken by persamnel not
enployed by the haespital hut the sample specimen is sent ta
the hospital for tests, the tests are mot cutpatienmt services
since the patient does not directly receive services from the
hespital. These are mnompatient laboratery services.  There
will be a separate fee schedule for cutpatient laberatery
services and a separate fee schedule far nompatient lahboratory
services. All  outpatient and non-patient lahoratery
procedures shall hbe coded using the Current FProcedural
Ternineclogy Fourth Edition ((FI-4).

All cutpatient and monpatient laheratary procedures other than
these excluded by Medicare are suhject to the fee schedule
livitations. Fayment shall he the lawer of uswal and
custemary charges or the maximun on the fee schedule. The fee
schedule, developed by the Medicare carriers, is established
en a carrier vwide hasis, not te exceed a statewide hasis.

Separate charges nade by hospital laboratories for drawimg er
collecting specimens are allovable up te $3.00, whether or not
the specimens are referred te hospitals or lahorateries for
testing. This is payable ta the hospital anly when its staff
extracts the specimen from the recipient. (nly ome collection
fee is alloved for each patient encounter regardless of the
nunher of sanples drawn. A specimen collection fee will he
allawed CONLY in the follevwing circumstances:
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1. Procedure Code P9600 or 36415

Drawing a blood sample through venipuncture (Example:
inserting a needle with syringe or vacutainer into a vein
to draw the specimen). A specimen collection fee will
not be allowed for blood samples drawn from a capillary.

2. Procedure Code P5367

Collecting a urine sample by catheterization.

Neither deductible nor coinsurance will apply to either
outpatient or nonpatient laboratory services paid under the
fee schedule by Medicare. Payment in accordance with the fee
schedule is payment in full.

The CPT-4 books may be ordered from the following address:

[ .
Order Department, OPO 54192
American Medical Association
P.0. Box 10950 {29643
Chicago, IL 60610 )

You may place your order by calling
1-800-621-8335. Your checks are to be
payable to the American Medical
Association.

Hospital-Based Physicians

Reimbursement for services provided by hospital-based
physicians (where applicable to the provisions of the Medicaid
Program) shall be in accordance with the PRINCIPLES OF
REIMBURSEMENT FOR SERVICES BY HOSPITAL-BASED PHYSICIANS, HIM-6
under Title XVIII of Public Law 89-97.

The reasonable cost for all professional services provided to
the Medicaid Program recipients by residents and interns under
professionally approved training programs is an item of
reimbursable cost to the hospital. These services, therefore,
cannot be billed separately to the Medicaid Program.
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SECTION V - REIMBURSEMENT

F. Professional Component of Hospital-Based Physicians

1'

A physician is considered a hospital-based physician when
he or she enters into a contractual arrangement with the
hospital to provide a service for patients. The cost of
salary or contract shall be recognized as a reimbursable
cost by Title XVIII before it can be reimbursed by the
Medicaid Program. The Medicaid Program applies the same
definition to hospital-based physicians as does the Title
XVIIT Program as found in its PRINCIPLES OF REIMBURSEMENT
FOR S;RVICES [RENDEREB] BY HOSPITAL-BASED PHYSICIANS
(HIM-6).

The Medicaid Program shall require that hospitals who
bill the Program for services provided to their[+4e]
recipients by any or all of the hospital-based physicians
maintain their records of the Medicaid Program payment on
behalf of those physicians in a manner that the Program

- can obtain from hospital records exact information

regarding amounts paid by the Medicaid Program on behalf
of each physician,

The Medicaid Program shall make payment to the hospital
for services of those physicians (for whom the hospital
is billing the Medicaid Program) for professional patient
care provided during and after the Program's covered
hospital benefit days. This is the ONLY charge covered
by the Program during days NOT payable by the Medicaid
Program.

Only the following categories of practice (excluding
emergency room physicians) are considered a reimbursable
cost in which the professional component shall be
reimbursed at 100% for services provided prior to July 1,
1988. Effective for services provided on and after July
1, 1988, reimbursement for outpatient professional
component charges (excluding emergency room physicians),
shall be at 65% of usual and customary charges. The
maximum payment for emergency room physician services
provided prior to July 1, 1990 is $35.00. Effective for
services provided on and after July 1, 1990, the maximum
payment of $35.00 was removed and reimbursement shall be
at sixty-five (65%) percent of the usual and customary
charge.
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Anesthesiology

Cardiology

Pathology

Radiology

Encephalography

Emergency Room Physicians (outpatient only)

These physicians shall meet all of the following criteria:

a.

Shall be salaried or in contractual arrangements
with the hospital

Shall be recognizable Title XVIII costs

Shall be licensed physicians in their states of
practice

Reimbursement for professional patient care services

~provided by those hospital-based physicians in the

categories listed in Section V.E.4. to Program
recipients shall be made to the hospital in
accordance with the rates of payment for
professional patient care services established
between the physician and the hospital in their
mutual contractual arrangement. The Medicaid
Program shall allow 100% of the professional charges
for cost purposes on inpatient services; however,
the Medicaid Program payment covering these services
shall be included in the hospital’'s prospective rate
of reimbursement. OQutpatient professional services
shall be reimbursed by the Medicaid Program at an
interim rate of 65% of usual and customary charges
with year end cost settlement to the lower of cost
or charges. These physicians SHALL NOT bill the
Medicaid Program for these services under any other
Program element.
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SECTION V - REIMBURSEMENT

G. Hospi
1.

The hospital administrator signs an MAP-346 listing the
hospital-based physicians and their license numbers. The
physician then signs an MAP-347 authorizing payment to
the hospital for his or her services outlined in the
contract. The actual contracts shall be available for
review by the Medicaid Program. The administrators
maintain responsibility for keeping the list of hospital-
based physicians updated and the HIMAP-347F shall be
retained in the hospital's files. The MAP-346 shall be
submitted to the Medicaid Program prior to billing for
the service.

The charge for an emergency room physician is not a
recognizable charge on the inpatient billing form. If
the recipient is admitted, the charge for an emergency
room physician visit shall be submitted on a separate
UB-82 billing form as an outpatient service.

a. The hospital shall bill only for those services
provided to recipients actually seen and treated by
a hospital-based physician. Records shall be
audited and the hospital shall be reimbursed only
for services performed by those physicians shown on
Program records.

b. Periodically staff of the Medicaid Program shall
survey hospitals for professional component billings.
If the Medicaid Program has been billed and has paid
for a physician service and if the recipient was not
seen directly by the physician, a total refund shall
be requested.

tal Component

The Medicaid Program shall reimburse the hospital at an
approved prospective rate for days and services covered
by the Program. The hospital shall bill the recipient
ONLY for services and days NOT payable by the Medicaid
Program. All monies paid except patient payments for
non-covered items, by sources other than the Medicaid
Program shall be entered in the space provided on the

UB-82. Any amounts reported in excess of the noncovered
services or days shall serve to reduce the Medicaid
Program payment.
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SECTION V - REIMBURSEMENT

2. It shall [will] be the hospital's responsibility to
obtain permission for release of information from the
recipient upon admission to the hospital. This release
of information will enable an authorized representative
of the Department for Medicaid Services to have access to
the recipient's medical record, if necessary.

Payment From Recipient

The Medicaid Program requires all hospitals that participate
in the Program to report ALL payments or deposits made toward
a recipient's account, regardless of the source of payment.
In the event that the hospital receives payment from an
eligible Medicaid Program recipient for a covered service, the
Medicaid Program regulations preclude payment being made by
the Program for that service unless documentation is received
that the payment has been refunded. This policy does not
apply to payments made by recipients for spend-down or
non-covered services.

All items or services considered by the Medicaid Program to be
non-covered which were provided to Medicaid recipients during
any period of a covered service can be billed to the recipient
or any other responsible party. The amounts covering these
items shall not be listed on the UB-82 as an amount received
from other sources. :

Equal Charge

The charge made to shall be the same charge made for
comparable services provided to any party or payor.

Duplication of Payment

A covered service shall be reimbursed only one time. Any
duplication of payment by the Medicaid Program whether due to
erroneous billing or payment system faults, shall be refunded
to the Medicaid Program. The address is listed in Section
VI-A, Item #E.

Failure to refund a duplicate or inappropriate payment shall
be interpreted as fraud and abuse, and prosecuted as such.
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Hospice Benefits

If a recipient is receiving benefits under the Kentucky
Medicaid Hospice Program, payment for hospital services
(inpatient or outpatient) related to the recipient's terminal
illness shall be billed by the hospice agency. If the
inpatient or outpatient service is NOT related to the terminal
illness, the hospice agency shall submit to the hospital an
Other Hospitalization Statement (form MAP-383) and the
hospital shall bill the Medicaid Program for these services
utilizing the UB-82 billing form and and attaching a copy of
the MAP-383.  Without the MAP-383 attached, these services
shall be rejected by the Medicaid Program.

Days

1. For Medicaid purposes, a day is considered in relation to
the midnight census.

2. Medicaid shall pay the date of admission but shall not
pay the date of discharge (death); however, all covered
ancillary charges incurred on the date of discharge
(death) shall be be Medicaid allowable covered charges.

3. Recipients or others shall not be billed for the date of
discharge (death).

Reimbursement to Qut-of-State Facilities
1. Inpatient Services

Effective for services provided on or after July 1, 1988,
to June 30, 1990, reimbursement for out-of-state hospital
inpatient services shall be seventy-five percent (75%) of
usual and customary charges. Inpatient professional
component services shall be reimbursed at one hundred
percent (100%) of usual and customary charges.
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Effective for services provided on or after July 1, 1991,
\ for out-of-state disproportionate share hospitals, an
add-on fee equal to $1.00 as an addition to a hospital
payment rate computed using appropriate upper limits
(i.e., the in-state median_ cost per diem for the
appropriate peer group); and for out-of-state hospitals
with Medicaid utilization in excess of one (1) standard
deviation above the mean Medicaid inpatient utilization
rate for hospitals receiving Medicaid payments in the
state, a further payment adjustment which is equal to ten
(10) cents for each one (1) percent of Medicaid
utilization 1in_ the -hospital which 1is in_excess of
utilization at the one (1) standard deviation level.
This add-on amount shall be applicable to all recipients,
not just recipients under age six (6) in disproportionate
share hospitals and shall begin on the first day of the
hospital stay and not on the thirty-first 31st day like
other disproportionate share claims. ‘

Effective February 1, 1991, all inpatient professional
component services shall be reimbursed at seventy-five
percent (75%) of the usual and customary charge.

3. Outpatient Services

Effective July 1, 1988, hospital outpatient services are
reimbursed at sixty-five percent (65%) of usual and
customary charges. Hospital outpatient professional
component services shall be reimbursed at sixty-five
percent  (65%) of usual and customary charge.
Professional component charges for emergency room
physician services provided prior to July 1, 1990 are
limited to a maximum payment of $35.00. Effective for
services provided on or after July 1, 1990, the maximum
of $35.00 was removed and emergency room physician
services shall be reimbursed at sixty-five percent (65%)
of the usual and customary charge.

Reimbursement for outpatient and nonpatient laboratory
procedures will be in accordance with the latest
available Title XVIII (Medicare) fee schedule.
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vI.

REIMBURSEMENT IN RELATION TO MEDICARE

A.

Deductible and Coinsurance for Hospital Services

1.

The Medicaid Program recipients who are also eligible for
inpatient-outpatient hospital or physician benefits under
Title XVIII-Parts A and B (Hospital Insurance and
Supplementary Medical Insurance) shall be required to utilize
their benefits under Title XVIII prior to the availability of
inpatient-outpatient hospital and physician benefits under the
Medicaid Program.

The Medicaid Program shall make payments on behalf of those
Title XIX recipients who are also entitled to benefits under
Title XVIII-Part A of Public Law 89-97. The Medicaid Program
shall pay the in-hospital deductible, blood deductible, or
coinsurance amounts as determined by Medicare. The coinsurance
amount for the 61st - 90th day is 1/4 of the applicable
deductible amount, and for the 91st - 150th Life Time Reserve
Days it is 1/2 the applicable deductible amount.

Section 301 of the Medicare Catastrophic Coverage Act of 1988
[4MEAA)] (MCCA) requires states to provide Medicaid coverage
to certain Medicare beneficiaries in order to pay Medicare
cost-sharing expenses (premium, deductible and coinsurance
amounts). Individuals who are entitled to Medicare Part A and
who do not exceed federally-established income and resources
standards shall be known as Qualified Medicare Beneficiaries
(QMB's).

The Technical and Miscellaneous Revenue Act of 1988 (TAMRA)
further provides that some individuals will have dual
eligibility for QMB benefits and regular Medicaid benefits.

When requesting payment for deductible or coinsurance days due
under Title XVIII-Part A for inpatient services provided to
Program recipients, the Medicare Check Remittance Advice or
Medicare EOMB shall be attached to the UB-82.
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NOTE: As a result of the Medicare Catastrophic Coverage Act of
1988 (MCCA), effective February 1, 1989, the Medicaid Program
shall provide reimbursement for all Medicare deductible and
coinsurance amounts for those individuals who are concurrently
Medicare beneficiaries and Medicaid recipients. Reimbursable
services shall be limited to coinsurance and deductibles for
all Medicare (Parts A and B) covered services or items
regardless of whether the services or items are covered by
Kentucky Medicaid.

B. Physician Services by Hospital-Based Physicians
Under the Medicaid Program, hospital-based physicians are defined in
the same manner as in PRINCIPLES OF REIMBURSEMENT FOR SERVICES
[RENDERED] BY HOSPITAL-BASED PHYSICIANS (HIM-6).
The Medicaid Program shall pay Part B deductible and coinsurance
for professional component in accordance with Program policies,
procedures and benefits.

C. Primary Liability

When a recipient is receiving benefits from Title XVIII and Title
XIX, Title XVIII accepts primary liability for all payment sought.
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2. The Medicaid Program shall make payment of the inpatient
deductible or coinsurance for those days the recipient is
Medicaid or QMB eligible. Whether the Medicaid Program makes
payment at the hospital's Title XIX prospective rate, or
payment of deductible and coinsurance, or a combination of the
two, shall depend upon the extent of the recipient's unused
Title XVIII-Part A benefits. Computation and payment of the
deductible or coinsurance shall be made by the Medicaid
Program in accordance with the usual Program computation
procedures.

If the recipient has utilized his or her 90 benefit days and
his or her 60 day "lifetime reserve” under Title XVIII - Part
A, but has not begun a new spell of illness as defined under
Title XVIII when readmission becomes necessary, the Medicaid
Program shall make payment at the hospital's Title XIX
prospective rate for up to 14 days, if PRO certification is
obtained.

If the recipient chooses not to utilize their Life Reserve
Days under Title XVIII-Part A, the Medicaid Program shall not
make payment as all Medicare benefits were not exhausted.
Payment for services shall then remain the recipient's
responsibility. :

3. The Medicaid Program shall make payment of the recipient's
blood deductible. There is no maximum on the amount per unit;
however, Title XIX reimbursement 1is limited to three (3)
units. Medicare, Title XVIII, shall be responsible for all
remaining units used.

4. The Medicaid Program shall pay Part B deductible and
coinsurance for hospital services (including the biood
deductible) for recipients, in accordance with the Medicaid
Program benefits, policies and procedures.
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SECTION VI-A REIMBURSEMENT IN RELATION TO OTHER THIRD PARTY COVERAGE
(EXCLUDING MEDICARE)

VI-A. REIMBURSEMENT IN RELATION TO OTHER THIRD PARTY COVERAGE (EXCLUDING
MEDICARE)

A. General

To expedite the Medicaid claims processing payment function, the
provider of Medicaid services shall actively participate in the
identification of third party resources for payment on behalf of
the recipient. At the time the providers obtain Medicaid billing
information from the recipient, they shall determine if additional
resources exist. Providers have an obligation to investigate and
to report the existence of other insurance or liability by
completing the TPL Lead Form and forwarding it to:

EDS

P.0. Box 2009
Frankfort, KY 40602
Attention: TPL Unit

The provider's cooperation will enable the Kentucky Medicaid
Program to function more efficiently. Medicaid is the payor of
last resort.

B. Identification of Third Party Resources

Pursuant to KRS 205.662, prior to billing the Kentucky Medicaid
[Medical--Assistanee] Program, all participating providers shall
submit billings for medical services to a third party when the
provider has prior knowledge that the party may be liable for
payment of the services.

In order to identify those recipients who may be covered through a
variety of health insurance resources, the provider shall inquire
if the recipient meets any of the following conditions: Is the
recipient married or working? If so, inquire about possible
health insurance through the recipient's or spouse's employer. If
the recipient is a minor, ask about insurance the MOTHER, FATHER,
OR GUARDIAN may carry on the recipient. In cases of active or
retired military personnel, request information about CHAMPUS
coverage and social security number of the policy holder. For
people over 65 or disabled, seek a MEDICARE number. Ask if the

-y o2 BRI MY VYA WY ad i 1 r-us



CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

HOSPITAL SERVICES MANUAL

SECTION VI-A REIMBURSEMENT IN RELATION TO OTHER THIRD PARTY COVERAGE
(EXCLUDING MEDICARE)

recipient has health insurance such as a MEDICARE SUPPLEMENT
policy, CANCER, ACCIDENT, OR INDEMNITY policy, GROUP health or
INDIVIDUAL insurance, etc.

Examine the recipient's MAID card for an insurance code. If a
code indicates insurance coverage, question the recipient further
regarding the insurance.

Following is a list of the insurance codes on the MAID card:

A - Part A, Medicare only

B - Part B, Medicare only

C - Both Parts A and B Medicare

D - Blue Cross/Blue Shield

E - Blue Cross/Blue Shield/Major Medical
F - Private medical insurance

G - Champus

H - Health Maintenance Organization

J - [Other-andfer-u]Unknown

K - Other
L - Absent Parent's insurance
M - None

N - United Mine Workers

P - Black Lung

R - Part A, Medicare Premium Paid

S - Both Parts A and B Medicare Premium Paid

C. Private Insurance

If the recipient has third party resources, then the provider
shall obtain payment or rejection from the third party before
Medicaid can be billed. When payment is received, the provider
shall indicate on the claim form in the appropriate field the
amount of the third party payment and the name and policy
number(s) of health insurance covering the recipient. If the
third party rejected the claim, a copy of the rejection notice
shall be attached to the Medicaid claim. This rejection notice
shall consist of recipient's name, date of service, termination or
effective date of coverage, statement of benefits available (if
applicable) and signature of the insurance representative or the
Tetter shall be on the insurance company's letterhead.
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The insurance company remittance statement can be used to verify
coverage. It shall consist of recipient name, dates of service,
indication of denial or that the billed amount was applied to the
deductible. ‘

NOTE: Denials from insurance carriers stating additional
information is necessary to process claims shall not be acceptable
as verification of coverage.

Exceptions:

*If the other insurance company, including CHAMPUS, has not
responded within 120 days of the date a claim is submitted to the
insurance company, submit with the Medicaid claim a copy of the
completed TPL Form and indicate [ether-insurance-elaim-indicating]
NO RESPONSE IN 120 DAYS" on the [Medteatd--claim] form. The
Medicaid claim form and the[fhen—-forward—a} completed TPL Lead
Form shall be submitted to:

EDS

P.0. Box 2009
Frankfort, KY 40602
Attn: TPL Unit

*If proof of denial for the same recipient for the same or related
services from the insurance company is attached to the Medicaid
billing, claims processing can proceed. The denial cannot be more
than six months old.

*A letter from the provider indicating that XYZ insurance company
has been contacted and an agent verified that the recipient was
not covered, can also be attached to the Medicaid claim. The
letter shall include the name of the insurance company, address,
phone number and the agent's name and telephone number (or
notation indicating a voice automated response system was reached)
as well as the recipient's name, MAID number and dates of service
in question ,the termination or effective date of coverage and
statement of benefits available (if applicable).
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D. Medicaid Payment for Claims Involving a Third Party
If you have questions regarding third party payors, please contact:

EDS

Third Party Unit
P.0. Box 2009
Frankfort, KY 40602

(800) 756-7557 [333=2188}
or
(502) 227-2525

Claims meeting the requirements for the Medicaid Program payment
will be paid in the following manner if a third party payment is
identified on the claim.

The amount paid by the third party shall be applied to any
non-covered days or services and any remaining monies shall reduce
the Medicaid Program payment. If the third party payment exceeds
the Medicaid allowed amount, the resulting Medicaid Program
payment shall be zero. Recipients cannot be billed for any
difference in covered charges and the Medicaid payment amount.
A1l providers have the choice in determining if this type of
service shall be billed to the Kentucky Medicaid Program; however,
if the Medicaid Program is billed for the service, then Program
guidelines shall be followed. As a result, providers shall accept
Medicaid payment as payment in full.

petailed below are sample Medicaid payment methodologies for
in-state and out-of-state inpatient hospital services. These
payment formulas can be used to determine the amount due on any
inpatient admission which is greater than fourteen days with third
party involvement.
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(EXCLUDING MEDICARE)

EXAMPLE 1 - Pricing example for in-state hospitals using a per

diem rate:

Step 1: $§ 470.33
X 14
$6,584.62

Step 2: $36,592.11
-25,150.67
$11,441.44
-11,913.10
§ -471.66

Step 3: $ 6,584.62

- 471.66
$ 6,112.96

Medicaid Per Diem Rate
Days Payable
Medicaid Maximum Payment

Total charges for 24 day stay (entire stay)
Billed charges for covered period

TPL Balance

Amount received from other source

TPL balance. If this amount is negative,
Medicaid payment is reduced. If the amount
is positive, Medicaid payment is not reduced

Amount payable
TPL Balance
Amount due from the Medicaid Program

EXAMPLE 2 - Pricing example for out-of-state hospitals using
percentage of charges:

Step 1: $20,550.00

X 75%
$15,262.50

Step 2: $36,000.00
-20,550.00

$15,450.00

-19,000.00

$-3,550.00

Billed charges for 14 day covered period
Non-covered charges

Covered charges for days payable
Reimbursement rate

Medicaid maximum payment

Total charges for total stay (20 days)
Total charges for covered stay

Amount received from other sources

TPL Balance. If this amount is negative,
Medicaid payment is reduced. If the amount
is positive, Medicaid payment is not reduced
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Step 3: $15,262.50  Medicaid maximum payment
-3,550.00 TPL balance
$11,712.50  Amount due from Medicaid if paid using
percentage as rate.

Step 4: The computed payment is compared against the maximum
rate for in-state hospitals of comparable bed size
using payment formula for instate hospitals. Final
Medicaid payment will be the lower of the two formulas

NOTE: If there is no third party involvement only Step 1 is
necessary under either payment formula.

If the claims for a recipient are payable by a third party
resource which was not pursued by the provider, the claim shall be
denied. Along with a third party insurance denial explanation,
the name and address of the insurance company, the name of the
policy holder, and the policy number will be indicated on the
remittance statement. The provider shall pursue payment with this
third party resource before billing Medicaid again. Itemized
statements shall be stamped "Medicaid Assigned" when they are
forwarded to insurance companies, attorneys, recipients, etc.

€. Amounts Collected from Other Sources

1. If subsequent to billing the Medicaid Program, a provider
receives monies for a service which, when added to the
Medicaid Program's and all other payments for the service,
creates an excess over the defined maximums then that excess
amount shall be refunded to the Medicaid Program up to the
total amount paid by the Medicaid Program. Refund checks
shall be made payable to the "Kentucky State Treasurer” and
mailed directly to: EDS, P.0. Box 2009, Frankfort, KY
40602, Attn: Cash and Finance Unit.
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2. When verification exists that the recipient has received
monies from a liable third party for services paid by the
Medicaid Program, the provider shall refund the full amount
paid by the Medicaid Program and may seek total charges from
the recipient. If the recipient did not receive enough
monies to cover the total service, the provider may rebill
the Medicaid Program, showing all amounts received from
other sources.

3. As a result of the passage of recent legislation, any time a
Medicaid recipient requests an itemized bill and the
Medicaid Program has made payment or has been billed for
payment, the hospital shall release the bill. Each page
shall be stamped indicating that the bill is for
informational purposes only. In addition, the hospital
shall complete the TPL Lead Form and forward it to EDS.

4. Please refer to the reverse side of the recipient's Medical
Assistance Identification Card for the recipient's
assignment of benefits: "“You are hereby notified that under
State Law, KRS 205.624, your right to third party payment
has been assigned to the Cabinet for the amount of medical
assistance paid on your behalf."

F. Accident and Work Related Claims

For claims billed to the Medicaid Program that are related to an
accident or work related incident, the provider shall pursue
information relating to the accident. If an [atterney;] employer,
individual or an insurance carrier[eompany] is a liable gartF, but
the 1ljability has not been determined, you shall proceed wit
submitting your claim to EDS if you provide [for-payment;—payment-
shati-be-pursued—from-the-Trabte-party-—If—the--Habte-party-has
net-been--determined;-attach-copies-ef] any information obtained,
such as the names of attorneys, other involved parties and or the
recipient's employer. [the-claim-when-submitting--to-Medicatd-fer-
payments]

EDS

P. 0. Box 2009
Frankfort, KY 40602
Attention: TPL Unit

R g —— rN ) ". . . £2 S
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VII. COMPLETION OF INVOICE FORM

A.

General

The UB-82 invoice shall be used to bill for services provided
in an acute care hospital to eligible Medicaid recipients.
Typing of the invoice form is strongly urged, since an invoice

cannot be processed unless the information supplied is complete
and legible.

The original of the UB-82 shall be submitted to EDS as soon as
possible after services are provided. A [eerbom] copy shall be
retained by the provider.

A1l UB-82 invoices shall be sent to:

EDS
P.0. Box 2045
Frankfort, KY 40602

Under Federal Regulation (42 CFR 447.45) effective August 23,
1979, a requirement relating to timely submission of claims
under Title XIX was added. Providers shall submit claims
within twelve (12) months of the date of service.

[Fetowing--are—form—tocator—-by——form—tocator—instructions-—for
b+11ing-Medicaid-Services--on--the-yB-82-bitting-statement-—-6nly
instruetions--for—form-locators-required-for-£BS-processing—or
the--Medicaid—Program-information—are-—included<——instructions
for—form—tocators—-not—-used-—by-—EDS--or--the—Medicaid-—Program
proeessing—-can—be-—found—-in-~the--UB-82-Training--Manuat-——7¥he
YB-82--Fraining-—Manuat---may —-be—obtained-—from—the--Kentucky

' Hespital--Association;——P-0---Box--24163;—-touisvilie;——Kentueky

40224-—--You-may--also-obtain—the-tB-82-bi1iing—-forms-—from-the
above-addresss]

It is extremely important that the ancillary services reported
on the UB-82 billing form be submitted by using the correct
Revenue Codes.  All approved Revenue Codes are listed in
Appendix XIX. Incorrect billing of ancillary services or
failure to correct any errors may ultimately affect of the
instate provider's prospective payment rate. '

TRANSMITTAL #19717] Page 7.1
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If the admission involves a payment from a third party payor,
an itemized or summarized bill shall be attached to each UB-82
for admissions which contain non-covered days.

IMPORTANT: The recipient's Kentucky Medical Assistance
Identification Card should be carefully checked to see that the
recipient's name appears on the card as an eligible recipient
and that the card is valid for the period of time in which the
medical services are to be provided. Services provided to an
ineligible person are not reimbursable.

B. Electronic Media Claims (EMC)

Acute care hospitals are now allowed to submit regular claims
via electronic media. Providers shall continue using paper
claims for all crossover services or any claim which requires
attachments. For detailed information regarding EMC billing,
contact: EDS, P.0. Box 2009, Frankfort, Kentucky 40602 or call
1-(800)~ 756-7557 [333-2188] or (502) 227-2525.

C. Medicare Deductibles and Coinsurance

Billing for Medicare Part A deductible or coinsurance days,
Medicare Part B deductible or coinsurance and Title XIX
services shall be on separate claim forms. Example: If the
recipient was covered by Medicare Part A, Medicare Part B and
Medicaid, three separate claims shall be submitted for payment
of the three types of benefits. A Medicare Explanation of
Benefits or Remittance Advice shall be attached to EACH UB-82.

Medicaid PRO certification 1is not required on Medicare
deductible and coinsurance claims as certification was
determined using Medicare guidelines. If all Medicare benefits
are exhausted and Title XIX days are being billed, then
Medicaid PRO certification for those Medicaid days shall be
necessary. . '

TRANSMITTAL #19{17] Page 7.2
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Effective_for claims processed on and after October 12, 1991,
the Medicare Division of Blue Cross/Blue Shield, Louisville,
Kentucky began transmitting Medicare Part A and B claims
directly to the Medicaid Program via tape. If a claim does not
appear on the Medicaid Remittance Statement within thirty (30)
days of the Medicare adjudication date, a paper UB-82 with the
corresponding Medicare Remittance Advice shall be submitted to
the Medicaid Program.

Effective for claims processed on and after September 13, 1991,
the Medicare Division of Blue Cross/Blue Shield, Lexington,
Kentucky began transmitting Medicare Part B claims covering
hospital-based physicians (i.e., emergency room physician,
anesthesiologist, cardiologist, etc.) directly to the Medicaid
Program via tape. If a claim does not appear on the Medicaid
Remittance Statement within thirty (30) days of the Medicare
adjudication date, a paper HCFA-1500 (Rev. 12\90) with the
corresponding Medicare Explanation of Benefits shall be
submitted to the Kentucky Medicaid Program for processing 1in
accordance with billing instructions contained in Section VII,
G.

Providers utilizing a Medicare fiscal intermediary other than
those listed above shall continue to submit all Medicare
Cross-over claims using paper UB-82s or HCFA-1500s with the
corresponding Medicare Remittance Advice or EOMB to each claim.

Unassigned Medicare/Medicaid Claims

If Medicaid is to be billed for Medicare deductible or co-

insurance amounts for Medicare Part A or Part B services
provided on and after April 1, 1990, the provider of services
shall accept assignment. Unassigned claims shall be denied by

-Kentucky Medicaid.

The Medicaid Program shall not make payment on an unassigned
claim for services provided prior to April 1, 1990 unless the
claim was filed with Medicare without knowledge by the provider
of the recipient's eligibility for Medicaid or QMB benefits.

TRANSMITTALI #1Q73131 Pane 7
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These[Sueh] claims can be processed as follows:

1. The Medicare amount'paid shall be refunded to Medicare and

any

payment made by the recipient shall be refunded to the

recipient

or

2. The hospital can submit to EDS the Explanation of Medicare
Benefits (EOMB), the UB-82, and a letter signed by the
authorized representative of the hospital stating the
following:

a.

The recipient had paid the hospital only the amount
allowed by Medicare minus any deductible and
coinsurance amounts. If the recipient has paid the
deductible or coinsurance amounts or both, that
payment shall be refunded to the recipient prior to
billing Kentucky Medicaid.

The amount paid by the recipient and by Medicaid
shall be considered payment in full.

The hospital did not have knowledge of the
recipient's Medicaid eligibility at the time the
Medicare claim was filed.

By submitting the letter, the hospital accepts
assignment.

E. Outpatient Services Provided Prior to Admission as Inpatient

Effective for services provided on and after June 1, 1991, the

Kentucky Medicaid Program requires that all outpatient services

provided

prior to the actual admission as an inpatient be

submitted on a separate billing claim from the claim for

inpatient services. This policy change has created problems

involving Medicaid recipients who have only Part B of Medicare

because this billing procedure is not utilized by Medicare.

Medicare requires all charges, both inpatient and outpatient,

TRANSMITTAL #19[17]
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be submitted on one claim as an inpatient service. As a
result, the provider and the beneficiary\recipient are left
with charges being denied by both Medicare and Medicaid.

In order to eliminate this problem, the Program has implemented
Type of Bill 134 along with special system edits that will
identify these cases and permit them to be processed. Your
facility should utilize this Type of Bill (TOB) when you
encounter charges (i.e., emergency room, drugs, supplies, etc.)
for services that are being denied because Medicare considers
them to be inpatient services, the individual does not have
Medicare Part A coverage but is eligible for Kentucky Medicaid
benefits. Type of Bill 134 is effective for services provided
on and after June 1, 1991.

In addition, the facility shall enter the phrase "outpatient
charges not covered by Medicare® in fForm Locator #94 on the
UB-82 billing form when claims are submitted to the Kentucky
Medicaid Program for payment. This notation will help identify
the reason the services were submitted without the usual
Medicare Remittance Advice.

[E<]E. UB-82 Billing Instructions

Following are form-locator by form-locator instructions for
billing Medicaid Services on the UB-82 billing statement. Only
Instructions for form locators required for EDS grocessing or
the Medicaid Program information are included. Instructions
for form locators not used by EDS or the Medicaid Program
processing _can be found in_the UB-82 Training Manual. The
UB-82 Training Manual may be obtained from the Kentucky
Hospital Association, P.0. Box 24163, louisville Kentuck
30224. You may also obtain the UB-82 billing forms from the
above address.

F.L.1 PROVIDER NAME, ADDRESS AND TELEPHONE

Enter the complete name and address of the facility. The telephone
number, including area code, is desired.
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F.L.3 PATIENT CONTROL NUMBER

Enter the patient control number (must be numeric)
assigned by the facility. The first seven digits will
appear on the Remittance Statement.

F.L.4 TYPE OF BILL

Enter the appropriate 3-digit code to indicate the type of
bill.

st Digit (Type of facility) 1 = Hospital

2nd Digit (Bill Classification 1 = Inpatient (including
Medicare Part A)
= Inpatient (Medicare
Part B only)
Outpatient
Non-patient

3rd Digit (Frequency) Non-payment

Admit through

Discharge

Interim, first claim .

Interim, continuing
claim

4 Interim, final claim

2
3
4
0
1

w N
n o

NOTE: The 3rd'digit for regular Medicaid outpatient services
will always be a 1.

TOB 134 has been established and shall be used to accomodate
services (i.e., emergency room, observation room, etc.)
provided to recipients with only Part B of Medicare coverage
that were admitted as an_inpatient through the outpatient
department. Please refer to Section VII, item #E for further
instruction.
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F.L.8 MEDICAID PROVIDER NUMBER

- Enter the assigned 8-digit KENTUCKY Medicaid provider
number.

F.L.15 ADMISSION DATE

Enter the date of actual admission to the facility in
month, day, year numeric format.

F.L.16 ADMISSION HOUR

Enter the code for the time of admission to the facility,
BOTH INPATIENT AND OUTPATIENT.

CODE STRUCTURE

CODE TIME CODE TIME
AM, P.M.
00 12:00 - 12:59 midnight 12 12:00 - 12:59 noon
01 01:00 - 01:59 13 01:00 - 01:59
02 02:00 - 02:59 14 02:00 - 02:59
03 03:00 - 03:59 15 03:00 - 03:59
04 04:00 - 04:59 16 04:00 - 04:59
05 05:00 - 05:59 17 05:00 - 05:59
06 06:00 - 06:59 18 06:00 - 06:59
07 07:00 - 07:59 19 07:00 - 07:59
08 08:00 - 08:59 20 08:00 - 08:59
09 09:00 - 09:59 21 09:00 - 09:59
10 10:00 - 10:59 22 10:00 - 10:59
11 11:00 - 11:59 23 11:00 - 11:59
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F.L.17

F.L.21

F.L. 22

TYPE OF ADMISSION (Inpatient only)

Enter the appropriate code for type of inpatient
admission,

1 = Emergency
2 = Urgent

3 = Elective
4 = Newborn

PATIENT STATUS (Inpatient only)

Enter the appropriate 2 digit patient status code
indicating patient disposition at the time of the billing
for the given period of care. Refer to the UB-82 Training
Manual for detailed codes and explanations.

STATEMENT COVERS PERIOD

The Medicaid Program shall reimburse the facility up to
the maximum of fourteen (14) COVERED days per admission.

EXCEPTIONS: Hospitals designated by Kentucky Medicaid as
disproportionate share hospitals are not limited to the 14
day maximum when billing for services provided to
recipients under age six (6) [ene-{1)] . In these cases,
days are unlimited, however, each calendar month of
service shall be billed on separate billing forms.

Medicare and Medicaid crossover services are not limited
to the 14 day maximum. Enter the actual COVERED dates
of service as the FROM and THROUGH dates.

The "FROM" date is the date of the admission, if the
recipient was eligible for the Medicaid Program benefits
on admission. If the recipient was not eligible on the
date of the admission, the "FROM" date is the effective
date of eligibility.
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F.L.23

F.L.24

F.L.25

F.L.26

F.L.28

For final bills, the “THROUGH" date is the fourteenth
(14th) day, or last day of stay.

Enter both “FROM" and “"THROUGH" dates in MM-DD-YY format.

A1l regular outpatient services shall be billed utilizing
the actual date of service. Recurring outpatient services
(1.e., physical therapy, laboratory services, etc.) shall
be billed as calendar month pure claims.

COVERED DAYS (Inpatient Only)

Enter the total number of COVERED days from form locator
22. Data entered in form Jocator 23 must agree with
accommodation units in form locator 52.

NONCOVERED DAYS (Inpatient, Only)

Enter the number of days of care not covered by the
Medicaid Program.

CO-INSURANCE DAYS (Medicare Crossover Claims)

Enter the number of coinsurance days billed to the
Medicaid Program during this billing period. Attach
Medicare documentation.

LIFETIME RESERVE DAYS (Medicare Crossover Claims)

Enter the Lifetime Reserve days the patient has elected to
use for this billing period. Attach Medicare
documentation.

OCCURRENCE CODES AND DATES

Enter the code(s) and associated date(s) defining a
significant event(s) relating to this bill. Refer to
UB-82 Training Manual for codes and explanations.
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F.L.40

F.L.41

F.L.42

F.L.43

F.L.44

F.L.45

PINTS OF BLOOD FURNISHED

Enter the total number of pints of whole blood or units of
packed red cells furnished to the recipient.

PINTS OF BLOOD REPLACED

Enter the total number of pints of blood or units of
packed red cells furnished to the recipient that have been
replaced by or on behalf of the recipient.

PINTS OF BLOOD NOT REPLACED

Enter the total number of pints of blood or units of
packed red cells that have not been replaced by or on
behalf of the recipient.

BLOOD DEDUCTIBLE (Medicare Crossover Claims)

Enter the total number of unreplaced pints of blood or
units of packed red cells furnished to the recipient that
have been replaced by or on behalf of the recipient.

SPECIAL PROGRAM INDICATOR

Enter the code indicating that the services included on
this bill are related to a special program. Refer to the
UB-82 Training Manual for detailed codes and explanations.

KENPAC PROVIDER NUMBER (KenPAC Recipients Only)

Enter the 8-digit Kentucky Medicaid provider number of the
recipient's KenPAC Primary Physician or Clinic on the
upper line in this area.
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F.L.50

F.L.51

REVENUE DESCRIPTION

Enter the narrative description of the related room, board
and ancillary categories included on the bill. Enter the
appropriate CPT-4 codes for outpatient or non-patient
laboratory services for Revenue Codes 30X and 31X.

NOTE:

CLAIMS WITH A DATE OF SERVICE PRIOR TO DECEMBER 1, 1987,
REQUIRE 1985 CPT-4 CODES

CLAIMS WITH A DATE OF SERVICE ON OR AFTER DECEMBER 1,
1987, THROUGH APRIL 30, 1988, REQUIRE 1987 CPT-4 CODES

CLAIMS WITH A DATE OF SERVICE ON OR AFTER MAY 1, 1988
THROUGH MARCH 31, 1989, REQUIRE 1988 CPT-4 CODES

" CLAIMS WITH A DATE OF SERVICE ON OR AFTER APRIL 1, 1989

THROUGH MARCH 31, 1990, REQUIRE 1989 CPT-4 CODES

CLAIMS WITH A DATE OF SERVICE ON OR AFTER APRIL 1, 1990,
THROUGH MARCH 31, 1991, REQUIRE 1990 CPT-4 CODES.

CLAIMS WITH A DATE OF SERVICE ON OR AFTER APRIL 1, 1991,
THROUGH JANUARY 14, 1992, REQUIRE 1991 CPT-4 CODES

CLAIMS WITH A DATE OF SERVICE ON OR AFTER JANUARY 15, 1992

REQUIRE 1992 CPT-4 CODES.

REVENUE CODES

Enter the 3-digit code identifying specific accommodation
and ancillary services. A list of the Revenue codes
accepted by Kentucky Medicaid can be found in Appendix XIX.

NOTE: Revenue code 001 shall a]wayé be the final entry in
this column.
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F.L.52

F.L.53

F.L.54

F.L.57

UNITS OF SERVICE

Enter the quantitative measure of services provided per
revenue code to the recipient to include such items as
numbers of accommodation days, pints of blood, treatments,
etc. -

TOTAL CHARGES

Enter the total charges pertaining to the related Revenue
codes for the billing period.

The detailed amounts, by Revenue codes, shall equal the
entry "Total Charges."

NON-COVERED CHARGES

Enter the charges from form locator 53 that are non-
payable items by Kentucky Medicaid.

*Form locators 57-70 are divided into 3 lines to *
*accommodate the primary, secondary, and tertiary payers *
*Payment information shall be indicated on the
*corresponding line of the appropriate payer in the
*correct form locators 57-64. Enter the Insured's Name
*in form locator 65 A, B, and C, respectively

* * % %

PAYER IDENTIFICATION

Enter the name of payer organization from which the
provider expects payment.

A1l other 1liable payers, including Medicare, shall be
billed first; after settlement has been made with these
payers, Medicaid can be billed for any payable balance.
The Medicaid Program is payer of last resort and shall be
identified as Kentucky Medicaid or KY Medicaid.
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F.L.60

F.L.61

F.L.63

F.L.65

F.L.68

DEDUCTIBLE (Medicare Crossover Claims)

Enter the amount as shown on the Medicare EOMB to be
applied to the recipient's deductible amount due. Attach
Medicare documentation.

CO-INSURANCE (Medicare Crossover Claims)

Enter the amount as shown on the‘ Medicare EOMB to be
applied toward the recipient's coinsurance amount due.
Attach Medicare documentation.

PRIOR PAYMENTS

Enter the amount the facility has received toward payment
of the account prior to the billing date. Spend-down
amount and third party payment shall be entered in this
area.

NOTE: Effective for claims from Kentucky hospitals
RECEIVED MARCH 1, 1987, and after, do not enter the
inpatient charges being billed to Medicare Part B in Form
Locator #63 of the UB-82 claim form, type of bill 111,
This does not apply to out-of-state hospitals which
participate in the Medicaid Program.

INSURED'S NAME

Enter the recipient's name in last name and first name
sequence as it appears on his or her current Medical
Assistance Identification Card.

IDENTIFICATION NUMBER

Enter the 10 digit MAID number as it appears on his or her
current Medical Assistance Identification Card.
[Exeeptions———-MAID-—numbers--of--refugee—-reciptents——witl
inetude-atpha-charaeterss]
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F.L.77

F.L.78-81

F.L.84

F.L.85

PRINCIPAL DIAGNOSIS CODE

Enter the ICD-9-CM, Vol. 1 & 2 code describing the
principal diagnosis at the time of admission.

OTHER DIAGNOSIS CODES

Enter the ICD-9-CM, Vol. 1 & 2 diagnosis codes
corresponding to additional conditions that co-exist at
the time of admission.

PRINCIPAL PROCEDURE CODE

Enter the ICD-9-CM (Vol. 3) code that identifies the
principal obstetrical or surgical procedure performed
during the period covered by the bill and the date on
which the procedure was performed.

OTHER PROCEDURES CODE(S) AND DATE(S)

Enter the codes identifying the procedures, other than the
principal procedure, performed during the billing period
covered by this bill and the date on which the procedures
were performed.
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F.L.87

F.L.92

F.L.93

F.L.95

F.L.96

PRO/UR INDICATOR

Enter the indicator describing the determination arrived
at by the PRO/Utilization Review Committee.

Indicétor 1 = Approved as Billed

2 = Automatic Approval as Billed Based on Focus
Review
3 = Partial Approval*

*If PRO/UR grants partial approval for a portion of the
recipient's hospital stay, the approved dates shall be
indicated in form locators 88 and 89. These dates shall
agree with the dates in form locator 22.

ATTENDING PHYSICIAN

Enter the six-digit Unique Physician Identification Number
(UPIN) and name [state;—name—and-1icense-number] of the
attending physician.

OTHER PHYSICIAN ID

Enter the name and license number of physician other than
attending physician.

PROVIDER REPRESENTATIVE SIGNATURE
The actual signature of the provider's authorized

representative is required. Stamped signatures are not
accepted.

DATE BILL SUBMITTED

Enter the date in month, day, year sequence in numeric
format that the UB-82 form was completed and signed.
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UB-82 BILLING INSTRUCTIONS
Disproportionate Share Hospitals Covering Services Provided
July 1, 1989 through June 30, 1990

1. Charges for newborns shall be submitted under the mother's name
and Medical Assistance identification number (MAID#) until the
date of the mother's discharge. The mother's date of discharge
is the "From" date in Form Locator 22 on the initial claim for
the infant.

2. Only services provided during medically necessary admissions,
as determined by the PRO, are billable. Out-of-state hospitals
shall perform utilization review in accordance with standards
set by their state's Medicaid agency.

3. Although the date of discharge and the first birthday are
non-covered days, ancillary charges incurred on the date of
discharge or first birthday are covered.

4. Claims for these services shall[must] be calendar month
pure, e.g. July 1, 1989 through July 31, 1989, August 1, 1989,
through August 31, 1989.

5. ATl Kentucky Medicaid recipients are eligible for a maximum of
fourteen (14) days of medically necessary inpatient hospital
services per admission; therefore, when a recipient in a
disproportionate share hospital reaches age one (1) and the
CURRENT admission is less than fourteen (14) days in length,
the balance of the admission (first birthday through the 14th
day) shall be billed on a separate UB-82 claim form which will
be reimbursed at the hospital's regular Medicaid per diem
rate. Charges incurred on the first birthday must be included
ONLY on the claim which will be reimbursed at the hospital's
regular Kentucky Medicaid per diem rate.

6. When a recipient in a disproportionate share hospital reaches
age one (1) and the CURRENT admission is equal to, or greater
than, fourteen (14) days in length, the first birthday becomes
the "THROUGH" date in Form Locator 22 and additional days
cannot be billed to Medicaid for the admission.
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BILLING EXAMPLES FOR DISPROPORTIONATE SHARE HOSPITALS
Services Provided July 1, 1989, through June 30, 1990

A. The infant's date of birth is 08/20/88; admitted to a dis-
proportionate share hospital on 07/06/89, discharged 09/02/89, the
billings would be as follows:

First Bill:

Second Bill:

DOA 07/06/88, TOB 112, Patient Status 30, Statement
Covers Period 07/06/89-07/31/89, 26 covered days to
be paid at the disproportionate share hospital rate.

00A 07/06/89, TOB 114, Patient Status 01, Statement
Covers Period 08/01/89-08/20/89, 19 covered days to
be paid at at the disproportionate share hospital
rate. Enter code 42 and 09/02/89 in form locator
28. The infant's first birthday is non-covered, and
therefore considered the date of discharge for
billing purposes.

The infant's date of birth is 08/20/88; admitted to a

disproportionate share hospital on 08/10/89, discharged 09/02/90,
and readmitted 09/29/89, the billings would be as follows:

First Bill:

Second Bill:

Third Bill:

DOA 08/10/89, TOB 111, Patient Status 01, Statement
Covers Period 08/10/89-08/20/89, 10 covered days to
be paid at the disproportionate share hospital rate.

DOA 08/10/89, TOB 111, Patient Status 01, Statement
Covers Period 08/20/89-08/24/89, 4 covered days to be
paid at the regular hospital per diem. Enter code 42
and 09/02/89 in form locator 28 as the actual date of
discharge. :

DOA 09/29/89, TOB 111, Patient Status 01, Statement
Covers Period 09/29/89-10/13/89, 14 covered days 'to
be paid at the regular hospital per diem rate with
appropriate justification attached to indicate reason
for readmission within 30 days of previous discharge.
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C. The infant's date of birth is 07/05/89, the mother is discharged
from the hospital on 07/10/89, and the infant remains hospitalized
until 12/20/89, the billings would be as follows:

First Bill: DOA 07/05/89, TOB 110, Patient Status 01, Statement

Covers Period 07/05/89-07/10/89, 5 covered days.
This bill is submitted wunder the mother's MAID
number. This bill is a zero payment bill for
in-state hospitals. All out-of-state hospitals shall
bill this service using TOB 111 because services are
paid at a percentage of usual and customary charges
without year-end cost adjustment.

Second Bill: DOA 07/05/89, TOB 112, Patient Status 30, Statement
Covers Period 07/10/89-07/31/89, 22 covered days to
be paid at the disproportionate share hospital rate.

Third Bill: DOA 07/05/89, TOB 113, Patient Status 30, Statement
Covers Period 08/01/89-08/31/89, 31 covered days to
be paid at disproportionate share hospital rate.

Interim billings shall be submitted until the infant
is discharged from the facility or until the infant's
first birthday. Bills shall be submitted for one
calendar month per UB-82.

Final Bill: DOA 07/05/89, TOB 114, Patient Status 01, Statement
Covers Period 12/01/89-12/20/89, 19 covered days to
be paid at disproportionate share hospital rate.
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UB-82 Billing Instructions
Disproportionate Share Hospitals Covering Services Provided
On and After July 1, 1990

Services provided July 1, 1990 through June 30, 1991, to recipients
under age one in hospitals designated as disproportionate share
hospitals by Kentucky Medicaid shall be reimbursed at the regular
Medicaid rate for the first thirty (30) days of the admission.
Beginning on the thirty-first (31st) day of the admission, the
disproportionate share rate becomes effective.

For newborns, the date of admission is the date of the mother's
discharge on all claims for services provided on and after the
mother's discharge. Because the rate change is enacted in relation
to the admission date, it is critical that the admission date be
correct and constant on all claims.

Transfers between hospitals for individuals under age one (1)shall
constitute new admissions and the receiving hospital shall receive
its regular Kentucky Medicaid rate for the first thirty (30) days of
the admission.

When Kentucky Medicaid payment for an admission will include the
disproportionate rate, i.e. the admission surpasses thirty days,
separate UB-82 claim forms must be submitted to coincide with the
appropriate rates. In addition, you are reminded that these claims
shall be calendar month pure.

Effective for services provided on and after July 1, 1991, by

hospitals designated by the Kentucky Medicaid Program as
disproportionate share hospitals, recipients under age six (6) are
eligible for medically necessary inpatient services without
durational 1imits, regardless of any prior utilization of hospital
services.

Effective for services provided on and after July 1, 1991, the

Kentucky Medicaid Program will provide reimbursement for medicailly
necessary inpatient services, without durational limits, regardless
of any prior utilization of hospital services, for recipients under
age one (1). Reimbursement 1s available as described above
irrespective of designation as a disproportionate share hospital.
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BILLING EXAMPLES FOR DISPROPORTIONATE SHARE HOSPITALS
Services provided on and after July 1, 1990

An infant is born in a disproportionate share hospital on July 15,
1990, the mother is discharged on July 18, 1990, and the infant is
discharged on October 13, 1990.

STATEMENT TYPE OF  NUMBER OF RATE OF
COVERS PERIOD BILL DAYS REIMBURSEMENT
Claim #1 07/15/90 to 07/18/90 110* 3 Zero Pay*
Claim #2 07/18/90 to 07/31/90 112 14 Regular
Claim #3 08/01/90 to 08/16/90 113 16 Regular
Claim #4 08/17/90 to 08/31/90 113 15 Disproportionate
Share
Claim #5 09/01/90 to 09/30/90 113 30 Disproportionate
‘ Share
Claim #6 10/01/90 to 10/13/90 114 12 D;sproportionate
Share

*Because Kentucky Medicaid does not cost settle with out-of-state
hospitals, out-of-state disproportionate share hospitals shall
continue to bill this claim as Type of Bill 111 and reimbursement
will be the lower of the two methodologies.

The infant is born on July 10, 1990, is admitted to a dis-
proportionate share hospital on August 2, 1990, becomes Kentucky

Medicaid eligible on August 14, 1990, and is discharged on September
10, 1990.

STATEMENT

COVERS PERIOD TYPE NUMBER RATE OF

OF PERIOD OF BILL OF DAYS  REIMBURSEMENT
Claim #1 08/14/90 to 08/31/90 112 18 Regular
Claim #2  09/01/90 to 09/10/90 114 9  Disproportionate

Share
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HCFA-1500 (12/90) Billing Instructions

Field

The Medicare Part B cross-over claims covering hospital-based
physician services (i.e., emergency room physician,
anesthesiologist, cardiologist, etc.) are transmitted to the
Kentucky Medicaid Program by Blue Cross/Blue Shield, Lexington,
Kentucky via tape. If a claim, covering the Part B deductible or
coinsurance amount, does not appear on the Medicaid Remittance
Statement within thirty (30) days of the Medicare adjudication date,
a paper HCFA-1500 (Rev. 12/90) with the corresponding Explanation of
Benefits shall be submitted to Kentucky Medicaid utilizing the
billing instructions listed below.

Note: Only those fields required for billing Kentucky Medicaid are

' completed. Specific billing requirements are indicated within the

claim form field description.

Description

1

INSURANCE IDENTIFICATION INDICATOR

1A

Check the "Medicare" and "Medicaid" blocks when billing a claim
to Medicare requesting Medicare to send the claim to Medicaid
for processing coinsurance and deductibie amounts.

INSURED'S 1.D. NUMBER

Required only if bi]ljgg Kentucky Medicaid for coinsurance and
deductible (Medicare\Medicaid crossover claims). Enter the
recipient's Medicare identification number.

PATIENT'S NAME (LAST NAME, FIRST NAME, MIDDLE INITIAL)

Enter the recipient's last name, first name, middle jnitial
exactly as it appears on the Medical Assistance Identification

(MAID) Card.
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9A OTHER INSURED'S POLICY OR GROUP NUMBER
Enter the recipient's ten-digit  Medical Assistance
Identification Number (MAID) exactly as it appears on the
recipient’'s MAID card.

10 PATIENT'S CONDITION
Required if recipient's condition is related to employment*
auto accident, or other accident. Check the appropriate "yes
block if recipient’'s condition relates to one of the above;
otherwise, leave blank.

11 INSURED'S POLICY GROUP OR FECA NUMBER
Required if recipient has another insurance other than Medicaid
or Medicare and the other insurance has made a payment on the
claim. Enter the policy number of .the other insurance.

11C INSURANCE PLAN NAME OR PROGRAM NAME
Required if recipient has another insurance other than Medicaid
or Medicare and the other insurance has made a payment on the
claim. Enter the name of the other insurance company.

17 NAME OF REFERRING PHYSICIAN OR OTHER SOURCE
Complete if recipient was referred from another provider to the
billing provider for consultation procedures. Enter the name
of the referring provider, if applicable.

17a 1.D. NUMBER OF REFERRING PHYSICIAN
Enter the six-digit Unique Physician Identification Number
(UPIN) of the referring physician, if applicable.

19 RESERVED FOR LOCAL USE

Required for KenPac and Lock-In recipients who are referred for

treatment. Enter the eight-digit Medicaid provider number of
referring KenPac or Lock-In provider.
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21 DIAGNOSIS OR NATURE OF ILLNESS OR INJURY
Enter the appropriate ICD-9-CM diagnosis code as the diagnosis
code appears in the I1CD-9-CM International C assification o
Disease Book. You may enter up to three diagnosis codes.

24A DATE(S) OF SERVICE
Enter the date(s) the service was provided in month, day, year
sequence and in numeric format; for example 03/02/92.

248 PLACE OF SERVICES
Enter the appropriate two-digit place of service code which
jdentifies the location where the service was provided to the
recipient. The correct code ior inpatient hospital services 1S
21 and outpatient hospital services is 22.

24D PROCEDURES, SERVICES, OR SUPPLIES
CPT/HCPCS
Enter the appropriate procedure code identifying the service or
supply provided to the recipient.

24E DIAGNOSIS CODE
Enter "1, "2", "3" referencing the diagnosis for which the
recipient is being treated as indicated in field 21,

24F CHARGES
Enter the usual and customary charge for the service being
provided to the recipient.

26 PATIENT'S ACCOUNT NO.

Enter the patient account number, if desired. EDS will key u
to seven (/) aipha/numeric characters. This number appears on
the Medicaid remittance statement as the invoice number.

TEANCHITITTAL £10 Page 7.23



a0 CABINET FOR HUMAN RESOURCES

DEPARTMENT FOR MEDICAID SERVICES

HOSPITAL SERVICES MANUAL

SECTION VIT - COMPLETION OF INVOICE FORM

TOTAL CHARGE

Enter the total of all individual charges entered in column
24F. Total each claim separately.

AMOUNT PAID

Enter the amount paid, if any, by a private insurance. DO NOT
ENTER MEDICARE PAID AMOUNT.

BALANCE DUE

REQUIRED ONLY IF A PRIVATE INSURANCE MADE PAYMENT ON THE
CLAIM. Subtract the private insurance payment entered in field
29 from the total charge entered in field 28, and enter the net
balance due in field 30.

SIGNATURE OF PHYSICIAN OR SUPPLIER INCLUDING DEGREES OR

CREDENTIALS

A_handwritten signature is required. A delegated signature
such as an authorized representative of the provider 1s
acceptable. Stamped signatures, however, are not acceptable.

DATE

Enter the date in a month, day, year sequence and in numeric
format. This date must be on or after the date(s) of service
billed on the claim. For example, enter the date as 04/18/92.

PHYSICIAN'S SUPPLIERS BILLING NAME, ADDRESS, ZIP CODE, AND

28

29

30
—~

31

33

PHONE NUMBER

Enter the provider's name, address, zip code and telephone
number.

PINY

Enter the eight-digit individual Kentucky Medicaid hospital
provider number.
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TYPE OF

INFORMATION

REQUESTED NECESSARY INFORMATION

Refund 1. Cash Refund Documentation

2. Refund Check
3. Photocopy of the applicable portion of the
Remittance Statement in question

B. Telephone Inquiry Information
WHAT 1S NEEDED? |

-Provider number

-Patient's Medicaid ID number
-Date of service

-Billed amount

-Your name and telephone number

)

)

WHEN TO CALL?

-When claim is not showing on paid, pending or denied sections
of the Remittance Statement within 6 weeks

-When the status of claims is needed and they do not exceed five
in number

WHERE TO CALL?
-Toll-free number 1-800-756-7557 [333-2188] (within
Kentucky)
-Local (502) 227-2525
C. Filing Limitations

NEW CLAIMS - 12 months from date of service

)
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Supplies of the Provider Inquiry form may be obtained by writing
to the above address or contacting EDS Provider Relations Unit at
1-(800)-756-7557 [333-2188] or 1-(502)-227-2525.

Please remit BOTH copies of the Provider Inquiry form to EDS. Any
additional documentation that would help clarify your inquiry
shall be attached. EDS shall enter their response on the form and
the yellow copy shall be returned to the provider.

It is NOT necessary to complete a Provider Inquiry form when
resubmitting a denied claim.

" provider Inquiry forms shall NOT be used in lieu of the Medicaid
Program claim forms, Adjustment forms, or any other document
required by the Medicaid Program.

In certain cases it may be necessary to return the Inquiry form to .
the provider for additional information if the 1inquiry is
illegible or unclear.

Instructions for completing the Provider Inquiry form are found

below.
FIELD NUMBER ~ INSTRUCTIONS
1 Enter the 8-digit Kentucky Medicaid
Provider Number.
2 Enter the Provider Name and Address.
3 Enter the Medicaid recipient's name as it

appears on the Medical Assistance
Identification [#+B<] Card.

4 Enter the recipient's 10 digit Medical
Assistance Identification [<B< ]
number.

5 Enter the billed amount of the claim on

which you are inquiring.
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To reorder these inquiry forms contact the Communications Unit by mail:

EDS
P.0. Box 2009
Frankfort, KY 40602

Be sure to specify the number of forms you desire. Allow 7 days for
delivery.

Cash Refund Documentation Férm

The Cash Refund Documentation form shall be completed when a provider
sends a refund check. The completed form and a copy of the remittance
statement page showing the paid claim being refunded shall accompany
the check. Please mail to the following address:

EDS

P.0. Box 2009

Attn: Financial Services
Frankfort, KY 40602

If a check is sent without the Cash Refund Documentation form, the
check will not be posted to a specific claim. This[Sueh] action would
not reflect the refund being made for a particular claim, possibly
leaving the provider responsible for another refund at a later date.
If there are any questions concerning the form, please call the
Provider Relations Unit at 1-800-756-7557[333-2188] or 1-(502)-227-2525.

FIELD NUMBER DESCRIPTION
1 Enter the check number
2 Enter the amount of the check
3 Enter the provider name, provider number

and address

4 Enter the name of recipient on claim
being refunded

5 Enter the recipient's Medicaid
jdentification number (10 numeric digits)
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ADVANCED REGISTERED NURSE PRACTITIONER SERVICES

Services by an Advanced Registered Nurse Practitioner shall be payable if the
service provided is within the scope of licensure. These services shall
include, however not be limited to, services provided by the certified nurse
midwife (CNM), family nurse practitioner (FNP), and pediatric nurse
practitioner (PNP).

AMBULATORY SURGICAL CENTER SERVICES

Medicaid covers medically necessary services provided [performed] in
free-standing ambulatory surgical centers.

BIRTHING CENTER SERVICES

Covered birthing center services include an initial prenatal visit, follow-up
prenatal visits, delivery and up to two (2) follow-up postnatal visits within
four (4) to six {6) weeks of the delivery date.

DENTAL SERVICES

Coverage shall be limited but includes cleanings, oral examinations, X-rays,
fillings, extractions, palliative treatment of oral pain, hospital and
emergency calls for recipients of all ages. Other preventive dental services
(i.e. root canal therapy) and Comprehensive Orthodontics are also available
to recipients under age twenty-one (21).

-

DURABLE MEDICAL EQUIPMENT

Certain medically-necessary items of durable medical equipment, orthotic and
prosthetic devices shallfmay] be covered when ordered by a physician and
provided by suppliers of [ad durable medical equipment, [ i

o] orthotics and prosthetics. Most items require prior authorization.
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EARLY PERIODIC, DIAGNOSIS, AND TREATMENT (EPSDT)

Under the EPSDT program, Medicaid-eligible children, from birth through the
end of the birth month of their twenty-second birthday, may receive the
following tests and procedures as appropriate for age and health history when
provided by participating providers:

Medical History

Physical Examination

Growth and Development Assessment
Hearing, Dental, and Vision Screenings
Lab tests as indicated

Assessment or Updating of Immunizations

(EPSDT) SPECIAL SERVICES PROGRAM

The EPSDT Special Services Program considers medically necessary

Ttems and services that are not routinely covered under the state
lan. These services are for children from birth throu h the end
of their twenty-first year. A1l services shall be prior authorized

by the Department for Medicaid Services.

FAMILY PLANNING SERVICES

Comprehensive family planning services shall be available to all eligible
Medicaid recipients of childbearing age and those minors who can be
considered sexually active. These services shall be offered through
participating agencies such as local county health departments and
independent agencies, i.e., Planned Parenthood Centers. Services also shall
be available through private physicians.

A complete physical examination, counseling, contraceptive education and
educational materials, as well as the prescribing of the appropriate contra-
ceptive method, shall be available through the Family Planning Services
element of the Kentucky Medicaid Program. Follow-up visits and emergency
treatments also shall be provided.
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HEARING SERVICES

Hearing evaluations and single hearing aids, when indicated, shall befare]
paid for by the program for eligible recipients, to the age of twenty-one
(21). Follow-up visits, as well as check-up visits, shall be covered through
the hearing services element. [Eertain-hearing-atd-repairs-shati-be-covered
through-the-hearing-serviees-etements] Certain hearing aid repairs shall also
be paid through the program.

HOME HEALTH SERVICES

Skilled nursing services, physical therapy, speech therapy, occupational
therapy, and aide [a+d] services shall be covered when necessary to help the
patient remain at home. Medical social worker services shall be covered when
provided as part of these services. Home health coverage also includes
disposable medical supplies [;-and-durable-medieal-equipment;—apptiances—and
eertain-prosthetie-suppties-en-a-preautherized-basis]. Coverage for home
health services shall not be limited by age.

HOSPICE

Medicaid benefits include reimbursement for hospice care for Medicaid
recipients who meet the eligibility criteria for hospice care. Hospice care
provides to the terminally i1l relief of pain and symptoms. Supportive
services and assistance shall also be provided to the patient and family in
adjustment to the patient's illness and death. A Medicaid recipient who
elects to receive hospice care waives all rights to certain separately
available Medicaid services which shall also be included in the hospice caré
scope of benefits.
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HOSPITAL SERVICES
INPATIENT SERVICES

Kentucky Medicaid benefits include reimbursement for admissions to acute care
hospitals for the management of an acute illness, an acute phase or
complications of a chronic illness, injury, impairment, necessary diagnostic
procedures, maternity care, and acute psychiatric care. All non-emergency
hospital admissions shall be preauthorized by a Peer Review Organization.
Certain surgical procedures shall not be covered on an inpatient basis,
except when a life-threatening situation exists, there is another primary
purpose for admission, or the physician certifies a medical necessity

requiring admission to the hospital. Elective and cosmetic procedures shall
be outside the scope of program benefits unless medically necessary or
Tndicated. Reimbursement shall be Timited to a maximum of fourteen (14) days
per admission except for services provided to recipients under age six (6)
[one-£1}] in hospitals designated as disproportionate share hospitals by

Kentucky Medicaid and services provided to recipients under age one (1) by
all acute care hospitals.

OUTPATIENT SERVICES

Benefits of this Program element include diagnostic, therapeutic, surgical
and radiological services as ordered by a physician, clinic visits,
pharmaceuticals covered, emergency room services in emergency situations as
determined by a physician, and services of hospital-based emergency room
physicians. ' '

There shall be no limitations on the number of hospital outpatient visits or
covered services available to Medicaid recipients.

KENTUCKY COMMISSION FOR HANDICAPPED CHILDREN

The Commission provides medical, preventive and remedial services to
handicapped children under age twenty-one (21). Targeted Case Management
Services are also provided. Recipients of ail ages who have hemophilia may
also qualify.

TRANSMITTAL #1907 —APPENDIX I, Page 4



APPENDIX 1

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES
HOSPITAL SERVICES MANUAL

DEPARTMENT FOR MEDICAID SERVICES

LABORATORY SERVICES

Coverage of laboratory procedures for Kentucky [Medieaid] participating
[%ndependent—%aborator%es]Qrovidggs includes all Medicaid covered procedures
for which the Qrovider[+aboratory] is certitied by the Clinical Laboratory
Tmprovement Amendments (CLIA) requirements. [Medieare]

LONG TERM CARE FACILITY SERVICES
-NURSING-FACHEITY-SERVICES

[¥he—Bepartment—for—Med%ea+d~Serv+ees—sha}}—make—payment—for—serv%ees
prev%ded—to—Kentueky—Med%ea%d—e%%g%b%e-fes+dents—ef—nnfs%ng—fae%%%t%es-wh%eh
have-been—eert%f%ed-for-partie%pat%on-%n—the-Kentueky—Med%ea%d-Pregram:—-¥he
need-fer-admiss%on-and-eent%nued-s%ay-sha%%—be—eert+f%ed-by-the-Keﬂtueky
Med%ea%d—Peer-Rev%ew—erganézat%en—(PRB}7—-¥he—Bepartment-sha}}-make—payment
fef-Med+eare—deduet%b}e-and-eo#nsuranee-amonnts—for—those-Med%ea+d—residents
whe—are-also-Medicare-benefieiariess]

INTERMEDIATE CARE FACILITY SERVICES FOR THE MENTALLY RETARDED AND
: DEVELOPMENTALLY DISABLED (iCF/MR/DD) -

The Kentucky Medicaid Program shall make payment to intermediate care
facilties for the mentally retarded and developmentally disabled for services
provided to Medicaid recipients who are mentally retarded or developmentally
disabled prior to age twenty-two (22), who because of their mental and
physical condition require care and services which are not provided by
community resources.

The need for the ICF/MR/DD level of care shall be certified by the Kentucky
Medicaid Peer Review Organization (PRO) .

NURSING FACILITY SERVICES

The Department for Medicaid Services shall make payment for services provided
to Kentucky Medicaid eligible residents of nursing facilities which have been
certified for participation in the Kentucky Medicaid Program. The need for
3dmission and continued stay shall be certified the Kentucky Medicaid Peer
Review Organization (PRO). The De artment shall make payment for Medicare
deductibie and coinsurance amounts for those Medicaid residents who are also
Medicare beneficiaries.
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[MENTAL-HOSPEFAL-SERVEEES]

[Re%mbursement—%s—ava%%ab%e-fer—%ﬂpat%ent-psyeh+atr%e—serv+ees-prov+ded-te
Med%ea%d—reeip&ents—undef—fhe-age-ef-twenty—one—(ﬁ%)—and-age-s%xty-f%ve
(65)-0r-c+der—%n—a~psych%atr#c—hosp+ta%:—-?here-sha*%—be-no-%%mit-cn-*ength
af—stay;-hewever;-the—need—for—%npatient-psyeh%atr%e-hesp#ta%-serv%ees-sﬂa%%
be—ver%f%ed-threugh—the—ut+4%zat#on—eentro%—meehaa%smr]

MENTAL HEALTH SERVICES

COMMUNITY MENTAL HEALTH CENTER SERVICES

Community mental health-mental retardation centers serve recipients of all
ages in the community setting. fFrom the center a patient may receive
treatment through:

Outpatient Services
[Partia%-Hcspita%%zat%on]Psychosocial Rehabilitation
Emergency Services

Inpatient -Services

Personal Care Home Visits

Eligible Medicaid recipients needing psychiatric treatment may receive
services from the community mental health center and possibly avoid
hospitalization. There are fourteen (14) major centers, with many satellite
centers available. The Kentucky Medicaid Program also reimburses

psychiatrists for psychiatric services through the physician program.
[NURSE—ANES?HE?%S?—SERV*EES

Anesfhes%a-sefviees-performed—by-a—part%eipat%ng—kdvaaeed-Reg+stered—Nurse
Praet%t+oner—Nurse-Anesthet#st—sha**-be—covered-by-the-Kentueky—Medica%d
Program<]

[NYRSE-MIDWIFE-SERVIEES

Med%ea%d—eeverage—sha%+-be-ava++ab¥e-for-serv%ees-perfermed-by—a
part%e%pat%ng—Advaneed—Regéstered-Nurse-Praetét#ener-Nurse-M%dw%fe7—4€evefed
serv+ees-+nc%ude—an-+n%t%a%—prenata%-v%s#t;-fo%#ew—up-prenata%-v%s%ts:
de%%very—and—up—to-two—(e}—fc%%ow—up—post~paftum-v%s#ts—n%th%n—four—(4)—%0
s+x-{6}—weeks-cf—the—de%%very-date:]
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MENTAL HOSPITAL SERVICES

hsychiatric services shall be provided to
Medicaid recipients under the age of twenty-one and age sixty-five (65
or older in a psychiatric hospital. There s al
stay; however, the need for inpatient psychiatric hospital services shall be
verified through the utilization control mechanism.

PSYCHIATRIC RESIDENTIAL TREATMENT FACILITIES

Inpatient psychiatric residential treatment facility services are limited to
recidents age Six (6) to twenty-one (21). Program benefits are Timited to
eligible recipients who require inpatient psychiatric residential treatment
facility services on a continuous basis as a result of a severe mental or
psychiatric illness. There is no 1imit on length of stay; however, the need
for inpatient psychiatric residential treatment facility services must be

verified through the utilization control mechanism.

TARGETED CASE MANAGEMENT SERVICES

ADULTS Case management services are provided to recipients eighteen (18)
years of age or older with chronic mental 11iness who need
assistance in obtaining medical, educational, social, and other
support services.

CHILDREN Case management services are rovided to Severely Emotionall
Disturbed (SED) children who need assistance in obtaining megical,

educational, social, and other services.

NURSE ANESTHETIST SERVICES

Anesthesia services performed by a participating Advanced Registered Nurse
Practitjoner - Nurse Anesthetist shall be covered by the Kentucky Medicai
Program.
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NURSE MIDWIFE SERVICES

Medicaid reimbursement shall be available for covered services performed by
and within the scope of Eractice of certified registered nurse midwives

through the Advanced Registered Nurse Practitioner Program.

PHARMACY SERVICES

Legend and non-legend drugs from the approved Medical Assistance Outpatient
Drug List when required in the treatment of chronic and acute illnesses shall
be covered. The Department is advised regarding the outpatient drug coverage
by a formulary subcommittee composed of persons from the medical and pharmacy
professions. A Drug list is available to individual pharmacists and
providers upon request and routinely sent to participating pharmacies and
nursing facilities. The Drug List is distributed periodically quarterty]
with monthly updates. Certain other drugs which may enable a patient to be
treated on an outpatient basis and avoid institutionalization shall be[are]
covered for payment through the Drug Preauthorization Program.

In addition, nursing facility residents may receive other drugs which may be
prior authorized as a group only for nursing facility residents.

PHYSICIAN SERVICES
Covered services include;

Office visits, medically indicated surgeries, elective sterilizations*,
deliveries, chemotherapy, selected vaccines and RhoGAM, radiology services,
emergency room care, anesthesiology services, hysterectomy procedures*,
consultations, second opinions prior to surgery, assistant surgeon services,
oral surgeon services, psychiatric services.

*Appropriate consent forms shall [must] be completed prior to coverage of
these procedures.
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DEPARTMENT FOR MEDICAID SERVICES
HOSPITAL SERVICES MANUAL

DEPARTMENT FOR MEDICAID SERVICES

Non-covered services include:

Most injections, [%mmnn%zat%ens],supplies, drugs (except anti-neoplastic
drugs),[se+eeted—vaee%nes-and—Rhegam;—ant%-neep}ast%e—dfugs]), cosmetic
procedures, package obstetrical care, IUDs, diaphragms, prosthetics, various
administrative services, miscellaneous studies, post mortem examinations,
surgery not medically necessary or indicated.

Limited coverage:

Certain types of office exams, €.9. New patient [such-as] comprehensive
office visits, shall be limited to one (1) per twelve (12) month period, per
patient, per physician.

PODIATRY SERVICES R

Selected services provided by licensed podiatrists shall be covered by the
Kentucky Medicaid Program. Routine foot care shall be[+s] covered only for

certain medical conditions where the care requires professional supervision.

PREVENTIVE HEALTH SERVICES

Preventive Health Services shall be rovided by health department or
districts which have written agreements with the Department for Health
Services to provide preventive and remedia health care to Medicaid

recipients.

PRIMARY CARE SERVICES

A primary care center is a comprehensive ambulatory health care facility
which emphasizes preventive and maintenance health care. Covered outpatient
services provided by licensed, participating primary care centers include
medical services rendered by advanced registered nurse practitioners as well
as physician, dental and optometric services, family planning, EPSDT,
laboratory and radiology procedures, pharmacy, nutritional counseling, social
services and health education. Any limitations applicable to individual
program benefits shall be generally applicable when the services are provided

by a primary care center. N,

TRANSMITTAL #19[3+H APPENDIX I, Page 9
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HOSPITAL SERVICES MANUAL

DEPARTMENT FOR MEDICAID SERVICES

RENAL DIALYSIS CENTER SERVICES

Freé-standing renal dialysis center [serviee] benefits include renal
dialysis, certain supplies and home equipment.

RURAL HEALTH CLINIC SERVICES

Rural health clinics are ambulatory health care facilities located in rural,
medically underserved areas. The program emphasizes preventive and
maintenance health care for people of all ages. The clinics, though
physician directed, shall also be staffed by Advanced Registered Nurse
Practitioners. The concept of rural health clinics is the utilization of
mid-Tevel practitioners to provide quality health care in areas where there
are few physicians. Covered services include basic diagnostic and
therapeutic services, basic laboratory services, emergency services, services
provided through agreement or arrangements, visiting nurse services and other
ambulatory services.

TRANSPORTATION SERVICES

Medicaid shall cover transportation to and from Medicaid Program covered
medical services by ambulance or other approved vehicle if the patient's
condition requires special transportation. Also covered shall be
preauthorized non-emergency medical transportation to physicians and other
non-emergency, Medicaid-covered medical services when provided by a
participating medical transportation provider. Travel to pharmacies shall
not be covered.

VISION SERVICES

Examinations and certain diagnostic procedures performed by ophthalmologists
and optometrists shall be covered for recipients of all ages. Professional
dispensing services, lenses, frames and repairs shall be covered for eligible
recipients under age twenty-one (21).

TRANSMITTAL #19 APPENDIX I, Page 10
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HOSPITAL SERVICES MANUAL

DEPARTMENT FOR MEDICAID SERVICES

[PREVENTIVE-HEALTH-SERVICES

Preventive-health-services-shall-be-provided-by-heatth-departments—or
distriets-which-have-written-agreements—with-the-Department—for-Heatth
Services—to-provide-preventive-and-remedial-heatth-care-to-Medieatd
recipientss]

**SPECIAL PROGRAMS**

[KenPAE+--The-Kentueky-Patient-Aceess-and-Care-System-or-KenPAC;—is-a-speetal
program-which-1inks-the-reeipient-with-a-primary-physietan-or-etinie-for-may
Medieaid-eovered-services—-Only-reeipients-who-receive-assistance-based-on
Aid-to-Famities—with-Dependent-Ehildren-{AFBC}-or-AFBE-retated-Medieat
Assistance-Only-shall-be-covered-under-KenPAC:—-The-recipient-shali-choose
the-physietan-er-etinies——t-is-espeeiatiy—important-for-the-KenPAC
partieipant—to-present-his-er-her-Medical-Assistance-identificatien-Card-each
time-a-serviee-is-receiveds)

ALTERNATIVE INTERMEDIATE SERVICES FOR THE MENTALLY RETARDED

The Alternative Intermediate Services for the Mentally Retarded (AIS/MR)
home-and community-based services project provides coverage for an array of
community based services that shall be an alternative to receiving the
services in an intermediate care facility for the mentally retarded and
developmentally disabled (ICF/MR/DD).

HOME AND COMMUNITY BASED WAIVER SERVICES

A home- and community-based services program provides Medicaid coverage for a
broad array of home- and community-based services for elderly and disabled
recipients. These services shall be available to recipients who would
otherwise require the services in a nursing facility. The services became
available statewide effective July 1, 1987/. These services shall be

arranged for and provided by home health agencies.
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CONTINUATION, APPENDIX I, PAGE 11
KenPAC

The Kentucky Patient Access and Care System, or KenPAC, is a sgecial program
which 1inks the recipient with a primary gh!sician or clinic for many
Only recipients who receive assistance based on

Medicaid-covered services.

Aid to Families with Dependent Children AFDC) or AFDC-related Medical
Assistance Only sha e covered under KenPAC. The recipient s all choose
the physician or ¢ inic. 1t is especially important for the KenPAC recipient
to present his or her Medical Assistance Identification Card each time a

service is received.

?he—A}tefnat%ve-intermed%ate—Serv%ees—far—the-Menta**y-Retarded-{Menta+
Retard]-(A%SfMR)~heme—and-eommun%ty—based—serv%ees-prcjeet—prev%des—eeverage
fer—an—array-ef—eemmun%ty—based—serv%ees-that—sha%%—be—an—a%ternatéve-te
reee+v+ng~the-serv+ees—+n—an—%ntefmed%ate—eare-fae%%%ty—fer—the—menta%%y
retarded—and-deve}epmenta44y-d+sab%ed—{{GFfMRfBair]

A—heme-—and-eommun*ty-based-sefv%ees-progfam—{prejeet}-prov%des—Med%ea%d
eoverage—fer—a—bread—arfay-o#—home——and—eemmun%ty—based—serv%ees—for-e*der#y
and-d%sab+ed—reeip+ents7-—¥hese~serv#ees-sha++—be—ava%+ab+e-to—ree+p+ents—who
weu%d—otherw%se—req&%re-the—sefv%ees-%n-a—nurs%ng—fae%%%ty:—-?he—serv%ees
beeame—ava%%ab%e—statew%de—effeet+ve-au4y—i;—i9877—-¥hese-serv%ees—sha**-be

.

arranged—fcr-and-prcv1ded—by-hcme-hea*th—agene+es7]

SPECIAL HOME— AND COMMUNITY-BASED SERVICES MODEL WAIVER PROGRAM

The Model Waiver Services Program provides up to sixteen (16) hours of
private duty nursing services and respiratory therapy services to disabled
ventilator dependent Medicaid recipients who would otherwise require the
level of care provided in a hospital-based skilled nursing facility. This
program shall be limited to no more than fifty (50) recipients.
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[Hosp%ee:—Med%ca%d-benef%is—%ne%ude—re%mbursement-fer—hospice-care—for
Med%ea#d—ree%p%ents-who—meet—the—e++g+b%%%ty-er%ter%a-fer-hosp%ee—e&re:
Hcsp%ce—eare—pfov%des—te—the~terména%+y-+4+—fe%%ef-of—pa%n-and-symptems:
Support#ve—serv%ees-and-ass%stanee-sha%}-a%so—be-prov+ded-to—the—pat%ent—and
the%r—fam%%y-%n—adjustment—to-the—pat%entis~+44ness—and-deathr——A-Hed%ea%d
ree%pient—who-e%eets-te-reee%ve—hosp%ee—eare—wa%ves-a%%—r%ghts—te—eerta%n
separate%y-ava%%ab%e—Med%ea#d—serv%ees-whieh-sha%%—a%se—be-%ne*uded—%n—the

: hosp+ce-eare—seope-e*-benef%ts:]
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KENTUCKY MEDICAL ASSISTANCE IDENTIF ICATION (M.A.1.0.) CARD FOR KENPAC PROGRAM
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KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.1.D.) CARD FOR KENPAC PROGRAM

Nares of memban shots by K
Pracns whose Nt sy 8 e
heve tePrmgry Con povow Jiue
o e card

v 4 L
n——--..y- ru—- }up;:“
Sy ! wd v
0383
1284

/

NP g PACVOE R MO ALOAESS

Wirgn fosce MD
. 1010 we
ATTENT O g CARD 10 YENOOAS ] fn ~

AP YNG SOR WE DICAL BENE 6174 \
18 e sy tos pane v - gt asn

\

Cast romw o1 0 o0 thow
oo P8 st 18 Maded The
moy et 01 4 ROYS W @
799154 pirly and Aay X ]
1gtR Mernbter.

/

Vedcw Asssu/ce Kerefcsson
Numter (MAID] @ e 0891 manber
rRaUred & Blng Moo serwces oR
e cam Grm.

B

TRANSMITTAL #17

APPENDIX 11:C, Page 1



NEW FORM

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

APPENDIX II-C

HOSPITAL SERVICES MANUAL

KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.1.D.) CARD FOR KENPAC PROGRAM

(BACK OF CARD)

Information to Providers, including
fnsurance identification codes which
indicate type of insurance coverage
as shawn on the front of the care io

“ins.*® biock.

movieins o/ SIAVICE
Thes cord corthet 1AM Ihe DEVSOT ied NeveOn & whifrbie
inGICHIed 9N 1he revarse Bde. Tor current benehts of the Kenluchy Mu‘
Amatarce Pragram. The Assaisncs Wertdcation No mast be
" RCHh Deiang Stalrerent Drecriely B B4 COMMNED on Ui Card M 0N e SuY-
mb.l—
NOTE: Tows prevon 5 KenPAL reciwnt. and you should refed 1o sechions (1)

h‘(!)m\tmﬁw
O prowdet wbe, CODe and Ourston of Beretidy
mwmn.mm.-mwm.mumu
Cobmat 1of Hurman Aesnstes

Deparvnant 165 Mao-Coud
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pait on your

hd«tlb-nmmntumwumlulnuu
1ails to repont ® 9 10 ¢ity Ot P -mmmmnmm|mm

Rotification to recipient of assignasnt
to the Cabinet for Buran Aescurces of
third party paymsats.

mmmmmmwamnwmmmm.

Recipient's eignature is pot required.
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KENTUCKY MEDICAL ASSISTANCE IDENTIFICATION (M.A.1.D.) CARD FOR KENPAC PROGRAM
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T
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NEW ‘
FORM APPENDIX 111-B

CABINET FOR HUMAN RESQURCES
DEPARTMENT FOR MEDICAID SERVICES

. HOSPITAL SERVICES MANUAL

CERTIFICATION ON LOBBYING (MAP-343 A)

MAP-343 A
(11/91)

CERTIFICATION ON LOBBYING
CABINET FOR MUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

The undersigned Second Party certifies, to the best of his
or her knowiedge and belief, that for the preceding con-
tract period, §f any, snd for this current contract period:

1. No Federal appropriated funds have been pald or will
be paid, by or on behalf of the undersigned, to any
person for influencing or attempting to influence an
officer or employee of any agency, & Member of Con-
gress, an offlcer or employee of Congress, O©r an em-
ployee of & Kember of Conqress in connection with the
awarding of any Federal contract, the saking of any
Federal grant, the making of any Federal loan, the
entering into of any cooperative sgreement, and the
extension, continuation, renewal, amendnent, or modifi-
cation of any Federal contract, grant, joan, or cooper-
ative agreement.

2. 1{ any funds other than Federal appropriated funds
have been paid or will be pald to any person for influ-
encing or attespting to influence an officer or employ-
se of any agency, & Member of Congress, an officer or
employee of Congress, or an employee of a Member of
Congress in connection with this Federal contract,
grant, losn, or cooperative agreement, the undersigned
shall complete and submit standard Fors-LLL “Disclo-

_sure Form to Report Lobdying,~ in accordance with its

fnstructions.

3. The undersigned shall require that the language of
this certification be included in the sward documents
for all subswards st all tiers (including subcon-
tracts, subgrants, and contracts uynder grants, loans,
and cooperative agreements) and that all subreciplents
shall certify and disclose accordingly.

This certification is & material gepresentation of
fact upon which reliance was placed vhen this transac-
tion wvas sade or entered into. Subaission of this
certification 1s a prerequisite for saxing or entering
into this transaction imposed under Section 13%2, Ti-
tle 31, U.S. Code. Any person who fails to file the
required certification shall be subject to's civil
penalty of not lesy than $10,000 and not more than
$100,000 for such failure.

SIGNATURE:

RAME :

TITLE:

TRANSMITTAL #19 APPENDIX 111-8
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CABINET FOR HUMAN RESOURCES
DEPARTMENT_FOR_MEDICAID SERVICES

HOSPITAL SERVICES MANUAL

PROVIDER INFORMATION (MAP-344)

HAP-344 (Rev. 3/91)

Kentucky Medicaid Progrem

Provider Information

(Rame) {County)

{Tocatron Address, Sireet, Route No, P.0. Box)

R (stte) _ (T

) {OTTice Phonei of Provider)

{Pay to, in care of, Attention, etc. 17 diflerent Trom above address.)

Pay to edaress (17 different Trom above)

. TFederat Employee 1D No.

. Socie) Security No.

License No.

10. Licensing Board (1f applicable):

11. Original license date:

12. Xentucky Medicaid Provider No. {1f known)

. Medicare Provider No. (1f applicadle)

14. Practice Organization/Structure: (1) Corporation

(2) Partnership ___ (3) Jadividual

{4) Sote Proprietorship (5) Public Service Corporation
(6) Cstate/Trust (7Y Covernment/Non-Profit

——

1S. Are you & hospital based physician (salaried or under contract
by ¢ hospital)? yes no
Name of hospitali{s)

TRANSHITTAL 719 (3H APPENGTX TV-A, Page 1
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

HOSPITAL SERVICES MARUAL

PROVIDER INFORMATION (MAP-344)

RENTUCKY MEDICAL ASSISTANCE PROGRAN

. \" Jagn-

Provider Information

NERN | /

Tireet hchTJ. Yo, Tovit hzoer (I are of, Kitention, eic.)

!.QA

. N\
Ty \, State &OHp Coas

8. S
Ires Coce Telephone hynder
\\
s. N

Yay to. In Garw of, Attantion, esc. (1Y o\mm\/g. fran etove)
N /

. ’
Yoy @ kddress (1T diTTersnt Trom above] .

7. federa) Laployer 10 Amder:
8. Soctal Security Mumber: /

AN
9. License Number? / .,

10. Lfconaing doare (1f lnlmp‘):
11, Orfginel Licanse Date: / \

. 1WA Proviger Waber {11 Inowm):

. Provider Typs 47 Practice Orqantzation: N

ratton (NBIIC) /27 Individusl Practice /) Nosp1tal-dasas Mriictan

/" orperstion (Privita) / Narcherntyp /7 Group Practics N\
17 *ealtn Mintarance [/ Prefit I/ Ronetretit
Organization

If grow practice, Ramber of Providers i Crow (specify provicer Qypa):

-
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APPENDIX IV-A

CABINET FOR HUMAN RESOURCES
EEPARTMENT FOR MEDICAID SERVICES

HOSPI1TAL SERVICES MANUAL

PROVIDER INFORMATION (MAP-344)

. If group practice, number of providers in group (specify provider type):

. 11 corporation, name, address, and telephone number of corporate office:

Telephone No:

Name and address of officers:

. 1f partnership, name and address of partners:

N

19. Nations) Pharmacy No. {1f applicable):

{Seven-digit numdber assigned by the NatTonal Council Tor Prescription Drug

Progrems.)
20. Physi:ian/?rohssiom\ Specialty Certification Board {submit copy of

Boerd Certificate):

st Date

nd . Date
21, Keme of Clinic{s) in which Provider is a4 membder:

Ist

and

1, ]

&th
22. Control of Medical Facility:

___ Federsl State __County __City

T CharitadTe or religious

__ Proprietary {Privetely-owned) _ Other

N
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CABINET FOR HUMAN RESOURCES
OEPARTMENT FOR MEDICAID SERVICES

HOSPITAL SERVICES MANUAL

PROVIDER INFORMATION (MAP-344)

ST Soelm e -

AP )4k (Rev. cl/)

\ 1§, 1f corporation, name, 46Eress ind talephone sumter of Name Offfce:

\\ Nang:

\_\ Address:

N

*glepnone Rader:
IN Address of Offtcars:

~

N

AN
N\

,
K4
17, iF Partngmintg, name ane soaresd of Purtners:

. atilenal Phammacy vumoer {17 3pplicadle):

R IR 2 IR TR I]
wticnel Pramacevtical Js0ciation)

. Mysicransfrofesyyéng) Soectality:

)
. M Af’ronuuul Soecrality Cartificitions

11t

[P
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

- HOSPITAL SERVICES MANUAL

PROVIDER INFORMATION (MAP-344)

. fiscal Year £nd:

. Administrator @ Telephone No.

25. Assistant Admin: Teleghone No.,

26. Controller: Telephone Ko,

. Independent Accountant or (PA:
Telephone No.

. 1f sole proprietorship, neme, dddress, and telephone nueber of owner:

. Uf facility is government owned, list names and addresses of
bosrd members:
President or Chairman of Board:
Hemdber:
Member:
. Management Firs (1f applicadle):
. Lessor (1f applicable):
. Distribution of beds in facility:
: Total Kentucky
Total Licensed  Medicaid
8eds Certified Beds
Acute Care Hospital
Psychiatric Hospital
Kursing Facility
MR/00 ”
33, NF or MR/DD owners with S\ or sore ownership:
Rome Address s of Ownership
S’
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[CABINET FOR KUMAN RESOURCES
CEPARTMENT FOR MEDICAID SERVICES

HOSPITAL SERVICES MANUAL

PROVIDER INFORMATION (MAP-344)

wr-lih (Rev. CB/08)
1. Paytictan/Professicaal Spectalty Cartification Soure:

13t
ing

Ire

. Wee of Cliatc(s) 1a which Provicer 11 & Meeder:
AEY N

. Zsatrel of Medical h}illty:

177 Feaardd /7 State 2y Caunty /o City /77 Karruante or taltgtous
- - /
1/ Proprisuny ('r‘uu|\, anee) /) Snars

rd
. fises) Yaar €tnd: ’

>

. haiatstrater: p; Teteprong ne.

. lysisunat Matntgtrater: /\ Telasrong 6.

. Contreller: / -‘ “eleshone te.

. InGegancent Actoustant or (M4 - *alepnone vo.

—————————————

. if sele propristorshtp, rene, 4067018, ind talephone Auster of cwner:
\_H

Mdres: /

Te)epnon

. Uf 'um% qeverrment owned, 113t Aames 4n6 METeSIEs of 20APE Pamsers:

[ ld‘:!!'
Presrdent or .
(/m(mu of Soare:

-t r:
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Form APPENDIX IV-A

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

HOSPITAL SERVICES MANUAL

PROVIDER INFORMATION (MAP-344)

3. Institutionsl Review Committee Members (1f applicadle):

35. Providers of Transportation Services:
Kusber of Anbulances in Operation: ___
Number of Wheelchair vans in Operation: __

Basic Rate 8 ____ (Includes vp to ___ siles)
Per Mile 3 Oxygen
tstrs Patient § Other

36. MHas this application been completed as the result of a change of ownership of &
previocusly enrolled Medicaid provider? ___ yes no

37. Provider Authorized Signatures | certify, under penalty of Yaw, that the infor-
eation given in this Information Sheet is correct and complete to the best of
oy knowledge. 1 am aware that, should investigation at any time show any falsi-
fication, 1 will be considered for suspension {rom the Prograa and/or prosecu-
tion for Medicai¢ fravd. [ hereby authorize the Cabinet for Husn Resources to
make all necessary verifications concerning me and By pedical practice, ond
further authorize and request each educational institute, sedical/license board
or organization to provide all information that sdy be sought in connection
with my spplication for participation in the Kentucky Medicaid Progrim.

Signature:

Name:

Title:

Return 411 enrolinent forms, changes and inquiries to:

Medicaid-Provider [nrollsent
third Floor Cast

275 tast Main Street
Frankfort, KY 40621

INTER-OFF1CE USE ONLY
License Number Verified through {Enter Code)

Comments:

Date:

Lo.de e tlers T e DAk o e I Ve
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[CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

HOSPITAL SERVICES MANUAL

PROVIDER INFORMATION (MAP-344)

mAP. 348 (Rev. C2/8%)

o Pansgemant Firm (1€ Applicadle):

\ane:

. ‘4\6!‘"!:

32, \estar (11 keplscadte):
use:
lggress: - /

\
33, Srstratution of Bees a Facalrty (Tapiete for a1d levely of cire):

\

‘el Titte 112
Tetal Lisensed Seds {1kt ML)

N
no1p1tal Acute Care . /
o101l Pychratere /
ospiul Thritoer -

Resprratory Disedse
Skilles nurstng Facrirty
Intermedrate Care Facrinty : z
CF/ma00
Persong) Lare Factitey

N

36, SN, ISP, LCF/MR/CD Ownars vt §3 or MOre Mn;!en:

. Percent of
logresy hS Qmecsmip,

=, e, ha g e aee
R T L L. Tt

TRANSHITTAL #1/
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APPENDIX 1V-A

[CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

HOSPITAL SERVICES MANUAL

\ PROVIDER INFORMATION (MAP-344) /

« Institutions) feview Committee Members (If Applicable):

N\

« Provicers of Xransportation Services:
M. of hetylincdy 1n Operation: No. of Wheelchair Yang in Dferation:
Total No. of Caplodqes: {Caclose 115t of names, dges, eyferience 4 Training.)

Lurrent fates: . e’
L M Nt $ {Inciuees vp to
b. Per nilg s
€. Caygen 3
0. Gtra 2ttent §
37. Provider Autnorires Stgrature: [ calRify. under denalty of Yew, that the taforagtion
!lnn A TAIY [nforea 110 Sheet 15 corhect Sne camplete o the dest of oy trowtecge.
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THIRD PARTY LIABILITY PROVIDER LEAD FORM

(REV. 2/91)

THIRD PARTY LIABILITY
LEAD FORX

Recipient Name @ MAID

Date of Birth : Address:

pate of Service ¢ To:

pate of Admission: pate of Discharge:

Name of Insurance Coapany:

Address :

v ———————EEOST———

policy #: Start Date: £nd Date:

Date Filed with Carrier :

Provider Name : provider §:

Comnents:

Signature:
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THIRD PARTY LIABILITY PROVIDER LEAD FORM

THIRD PARTY LIABILITY PROVISER LEAD FRM

CATE: N

» \ :
PROVICER ‘3w NG,

RECIPIENT OME: \
SIRTIDATE:

CATE OF STRVICL:
CATE QP OISCHARGE:

FLICY ¢
NCOT OF EPECTED ADGEYITS:

MALL TO: 8
Fiscal Ment fcr X
ATTN:  TPL e
P.0. Bax 2009
Frarxfore, P 40602

APPERDIY ~J
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CABINET FOR HUMAN RESOURCES - FDRM
DEPARTMENT FOR MEDICAID SERVICES

HOSPITAL SERVICES MANUAL

CERTIFICATION OF CONDITIONS MET (MAP-346)

KENTUCKY MEDICAID PROGRAM
CERTIFICATION OF CONDITIONS MEY
FACILITY-BASED MEDICAL PROFESSIONALS RIMUKERATION
AS AN [LLMENT OF FACILITY'S REIMBURSABLE COST

This is to certify that each of the Listed licensed medica! professionals has entered
into finsncial arrangements with

(FRCTUITY RAME)

, for the purpose of providing

(ciny) (STATE)
his/her services to patients of this facility, and that currently on file in this facili-
ty is 2 Statement of Authorization (MAP-347) executed by each of these individuals which
authorizes payment by the Kentucy Medicaid Prograa to
for services provided to eligible Kentucky Hedicaid

(FACILITY)
Program recipients.

PROTESSIONAL'S  PROFESSIONAL'S
MEDICARE LICENRSE DATE OF
NUMBER KUMBER SPECIALTY FACILITY EMPLOYMENT

SIGNATURE:
NAME :

DAYE:

KENTUCKY MEDICALID
Provider!:

TRANSMITTAL #19(37] APPENDIX X1
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2

CERTIFICATION OF CONDITIONS MET (MAP-346)

LENTUCRY EDICAL ASSISTANCE P00GAME
SEATIFICATION OF ZOm31TIONS w€T
FACILITY- 00500 wEICAL POPESSIoMALS ADeuREUATION
§5 & CLDENT OF FACIGTY'S aEinpmsan g o3y

ntg H\;o Cartify that each of tre f31lowing cemed “1cenad watcal prafess:
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TENVICHS T3 MTIeNRY 3f nty fetlity, 1ng St turreatly on Mty
3 4 Statemeat of lu\er‘uuu Q1CILO0 Dy QaCh Of ttesq Ad'rifuats omren autAde ey

Mrwent dy the QNLP ¢t Yee for
. {Sacitity vong) .
1ervices mndered 0)'q10%e Piggrin denefiztgec ey,

Litese nin

t's Care cantar

AT ¥ et

vt ' "\'(‘l‘k’ij“l"".'. 002 Pl il

Stinee
IR AT HI R
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CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

HOSPITAL SERVICES MANUAL

CODING ADDENDUM

INPATIENT

REVENUE CODES DESCRIPTION
423 Group Rate
424 Evaluation or Re-Evaluation
440 Speech Therapy, General
441 Visit Charge
442 Hourly Charge
443 Group Rate
444 Evaluation or Re-Evaluation
450 Emergency Room, General «(For Services provided
prior to June 1, 1991)
460 Pulmonary Function
470 Audiology, General
472 Treatment
480 Cardiology, General
481 Cardiac Cath Lab
482 Stress Test
610 MRI, General
611 Brain (including Brainstem)
612 Spinal Cord (including Spine)
621 Supplies Incident to Radiology
622 Supplies Incident to other Diagnostic Services
634 Erythropoietin (EPQ) Less than 10,000 Units
635 Erythropoietin (EPO) 10,000 or More Units
636 Erythropoietin (EPO) Drug Requiring Detailed Coding
700 Cast Room, General
710 Recovery Room, General
720 Labor/Delivery Room, General
721 Labor
722 Delivery
723 Circumcision
724 Birthing Center (For services provided prior to
June 1, 1991). :
730 EKG/ECG, General
731 Holter Monitor
732 Telemetry (Includes fetal monitoring)
740 EEG, General
750 Gastro-Intestinal Services, General
760

Observation Room, General (For services provided
_ prior to June 1, 1991).

TRANSMITTAL #19{384
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DEPARTMENT FOR MEDICAID SERVICES -

HOSPITAL SERVICES MANUAL

CODING ADDENDUM

OUTPATIENT .
REVENUE CODES DESCRIPTION
424 ' Physical Therapy, Evaluation or
Re-Evaluation
440 Speech-Language Pathology, General
441 Speech-Language Path. - Visit Charge
442 Speech-Language Path. - Hourly Charge
443 Speech-Language Path. - Group Rates
444 Speech-Language Path. - Evaluation or
' Re-Evaluation
450 Emergency Room
460 Pulmonary Function
470 Audiology, General S
471 ' Audiology, Diagnostic
472 Audiology, Treatment
480 Cardiology, General
481 Cardic Cath, Lab
482 Stress Test
510 Clinic, General
512 Dental Clinic
610 MRI, General (Effective Date 11/25/85)
611 MRI, Brain (Effective Date 11/25/85)
612 MRI, Spine (Effective Date 11/25/85)
621 Supplies Incident to Radiology
622 Supplies Incident to Other Diagnostic Services
634 Erythropoietin (EPO) Less Than 10,000 Units
635 Erythropoietin (EPO) 10,000 or more Units
636 Erythropoietin (EPQ) Drug Requiring Detailed Coding
700 Cast Room
710 Recovery Room
720 Labor Room/Delivery, General
721 Labor Room
722 Delivery Room
723 Circumcision
724 Birthing Center
730 EKG/ECG (Electrocardiogram), General
731 Holter Monitor
132 Telemetry (Inc) Fetal Monitoring) N,
740 EEG (Electrocencephalogram), General
750 Gastro-Intestinal Service General

TRANSHITTAL 71904 APPENDIX XIX, Page 11



/chég) FOLM

APPENDIX XXI

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

HOSPITAL SERVICES MANUAL

ADVANCE DIRECTIVE LAW
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v

DESCRIPTION OF KENTUCKY

ADVANCE DIRECTIVE LAW

In compliance with the mandate for Kentucky to develop 3 written
description of its statutory and case law concerning advance directives,
this office presents such a description below, which is based on statutory
law, there being no case law which has specifically addressed the issue.

KENTUCKY LAW ON ADVANCE DIRECTIVES FOR MEDICAL DECISIONS

THE KENTUCKY LIVING WiLL ACT

The 1990 session of the Kentucky General Assembly passed and the
Governor signed into law House Bill No 113, known as the Kentucky
Living Will Act, which is codified at KRS 311.622-644 and now sanctions
the right of adult Kentuckians of sound mind 10 execute a3 written
Jdeclaration which would allow life-prolonging treatments to be
withheld of withdrawn in the event they become terminallyilt and can
no longer participate in making decisions about their medical care. The
living will must be signed by the declarant in the presence of two
subscribing witnesses who must not be blood relatives who would be
beneficiaries of the declarant, beneficiaries of the declarant under the
descent and distribution statutes of Kentucky, an employee of a health
care facility in which the declarant is a patient, an attending physician of
the declarant, or any person directly financially responsible forthe
declarant's health care. The living will must be notarized.

O T

TRANSMITTAL #19 APPENDIX XX1, Page 1
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ADVANCE DIRECTIVE LAW

i o - L e R

Two physicians, one of whom being the patient’s attending
physician, would have to certify that the declarant’s condition was
terminal before the living will could be implemented. The living will
would not allow for the withholding or withdrawal of food or water, o
medication or medical procedures deemed necessary to alleviate pain,

and it would not apgly to pregnant women.

THE HEALTH CARE SURROGATE ACT Of KENTUCKY

Also enacied into law by the 1990 session of the Kentucky General
Assembly and the Governor was Senate gill No. 88, the Health Care
Surrogate Act of Kentucky, which is codified at KRS 311.970-986 and

allows an adult of sound mind to make 2 written declaration which

would designate one or more adult persons who could consent or
withdraw consent for any medical procedure or treatment relating to
the grantor when the grantor no longer has the capacity to make such
decisions. This law requires that the grantor, being the person making
the designation, sign and date the designation of health care surrogate
which, at his option, may be in the presence of two adult witnesses who
a150 sign or he may acknowledge his designation before a notary public
without witnesses. The health care surrogate (annot be an employee,
owner, director or officer of a health care facility where the grantoris 3
tesident or patient unless related to the grantot.

Exceptin limited situations, a health care facility would remain
obligated to provide food and water, treatment for the relief of pain,
and life sustaining treatment t0 pregnént women, notwithstanding the
decision of the patient’s health care surrogate.

TRANSMITTAL #19 APPENDIX XX1, Page 2
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DURABLE POWER OF ATTORNEY

A person may execute, pursuant to KRS 386.093, a document known

as a durable power of attorney which would allow someone elsetobe

designated to make decisions regarding health, personal, and financial

affairs notwithstanding the later disability or incapatity of the petson

who executed the durable power of attorney.

PREPAREDBY:

TRE CASINET FOR HUMAN RESOURCES
OFFICE OF GENERAL COUNSEL
APRIL 22, 1991

TRANSMITTAL #19
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ADVANCE DIRECTIVE LAW
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Living Will Declaration

Duclaration made this day of (momah), (yar).
—_ williuDy snd vohmaurily muks knows 7y desive that ty dying
all wuuum,pmm;edmduwmammwubw.wawm

1f a1 anvy time § should have 8 terminal condision and gy stending 57 one (1) othes physican
n their dascretion, have determined such condition bs incurable axd Ereverdie sod will result in desth
within a relatively short time, and whm\hupphaﬁmo!k!tprolmghgcumwmm}y
\Omiﬁchnyyrolm;uudyhgymm.ldmuulmdsmmhm.‘dduﬁuﬂnnmdﬂm
luww&mymmmmwndmsm-mmdm
medica) tres ttnent deemed pecessary to sDeviate pin o for rotrition or kydaton,

In the absence of my ablity to give directions regarding the use 6 soch Rir-prolonging treal-
mmﬁ.lhmmmtwddﬂnﬁmmuuw&b,myaundh;p):;ﬂdmuﬂnyhnny
umﬁmmdmykpm;Nwrd\uvdhlaw;hlmwndlw te
rnaequences of soch refusal .

ul»nmawumm@meehwhm»qmmm
this directive shall have no force or effect during the counse of ty pregrarcy.

1 undrstand the full Enpon of this declanation and 1am erotionaly snd mentally competanl
make this declanation.

State of Kentucky
County of

Before me, e wdersipned suthority. on this day persorally appesred
__ Living WID Declanmt and

)
Bt
)

—— -
™ Enown 1o I (0 be wimesses whase hamas are ach sgmed to the fore-
going instumnent, and all these persons dbeng first duly sworm g
Will Declarant, deciared 1o the &1 10 the wathesses in my preserce that the sssnanend i3 the Living
W1 Declaration of the deciaman and that the declarant Ras willingly signed and that such daclarzat
newudtnn!mudn)mnrymbnhcwmmmmmmhtﬂm
munumwmmm"lmum;wmbanmmmm-pdm,
declaration a3 witnessed, &nd 1o the best of nxch withenses’ knowledge, the Liviag WID Declanant was
6gmn)ymammm,ummaMamw-mmm

Uving Wil Declarant

Subecrbed, swors 10 and acksowiedged before me by
- Living Wil Declarans, snd
subncrided and sworn belore me by

wanesses, 60 this the
(day)of Ty SE— ) §

Nocry Public Sate at Large Datr my comamenen aove

TRANSHITTAL #19 APPENDIX XX, Page &
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DESIGNATION OF HEALTH CARE SURROCATE

| DESIGNATE | AS MY HEALTE CARE SURROGATES) TO -
MAKE ANY HEALTH CARE DECISIONS FOR ME WHEN 1 NO LONGER HAVE DECISIONAL CAPACITY.
IF REFUSES OR IS NOT ABLE TO ACT FOR ME,
| DESIGNATE AS MY EEALTH CARE SURROGATE(S)
ANY PRIOR DESIGNATION 1S REVOKED.
SIGNED THIS DAY OF )

SIGNATURE AND ADDRESS OF THE GRANTOR

[N OUR JOINT PRESENCE. THE GRANTOR, WRO IS OF SOUND MIND AND BGHTEEN YEARS 6?
AGE,OR OLDER, VOLUNTARILY DATED AND SIGNED THIS WRITING OR DIRECTED ITTO BE DATED
AND SIGNED FOR TRE GRANTOR.

SIGNATURE AND ADDRESS OF WITNESS

SIGNATURE AND ADDRESS OF WITNESS

COMMONWEALTH OF KENTUCXY
COUNTY

BEFORE ME. YHE UNDERSIGNED AUTHORITY, CAME THE GRANTOR WHO IS OF SOUND
MIND AND BXGRTEEN(I5) YEARS OF AGE,OR OLD&ANDACD"OmTEATHIV.OLUNTMY
DATED AND SIGNED THIS WRITING OR DIRECTED IT TO BE SIGNED AND DATED AS ABOVE.

DONE THIS DAY OF 1

SIGNATURE OF NOTARY PUBLIC

DATE COMMISSION EXPIRES:

SR T A Pt

TRANSMITTAL #19 APPENDIX XXI, Page 5
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ADVANCE DIRECTIVE
ACKNOWLEDGMENT

NAME:
SOC.SEC.#:

DATE Of BIRTH:

PLEASE READ THE FOLLOWING FIVE STATEMENTS:

Place your initials after each statement.

. have been given written materialy about my right to accept
of refuse medical treatment, (initialed)

2. 1have been informed of my right 10 formulate advance
direcuves. (lniu‘aled{

3. lunderstand that1am not required 10 have an advance directive
in order 10 receive medical treatment. (initialed)

4. lunderstand that the terms of any advance directive thatl
have eaecuted will be followed by my caregivers 10 the extent
permitted by faw. {initialed)

5. tunderstand thatican change my mind at any tme and that my

decsion wall not result in the withholding of any benefis or
medical services. (Initialed)

PLEASE CHECK ONE OF THE FOLLOWING STATEMENTS:

0 I HAVE EXECUTED AN ADVANCE DIRECTIVE.

O {HAVENOTEXECUTED AN ADVANCE DIRECTIVE.

PatenvGuatcian

HealthCare Provider Representative

TRANSMITTAL #19 APPENDIX XXI, Page 6
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PATIENT SELE-DETERMINATION PROTOCOL FOR CERTIFIED
HEALTH CARE PROVIDERS

. The Certified Health Care Provider shall inform all adult patients, in writing and
orally, of information under Kentucky Law concerning their right to make
decisions relative to their medical care.

. The Certified Health Care Provider shall preseat each adult patient with 3
wn’?en copy of the agency’s policy concerning implementation of their
rights.

The Certified Health Care Provider shall not condition the prowsion ofcareor
otherwise discriminate against any patient based on whether the patienthas
executed an advance directive.

. The Centified Heahth Care Provider shall document in the patient’s medical
record whether or not the patient has executed an advance directive.

. The Certified Health Care Provider shall ensure compliance with requirements
of Kentucky Law concerning advance directives.

. The Certified Health Cate Provider shall educate all agency staff and the
general public concerning advance directives.

e rn i § et AT L B e i

TRANSMITTAL #19 APPENDIX XX1, Page 7




NEW FOEM N

APPENDIX XXI1

CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

HOSPITAL SERVICES MANUAL

ADVANCE DIRECTIVE LAW

PATIENT SELF-DETERMINATION

Policy:

Advise all adult patients (2 person eighteen {18] years of age or older and who is of

sound mind) of their rights concerning advance directives. {According to provider
type, i.e., admission, start of care, etc.?

Purpose:

1. To assure individuals understand they have the right to:
3. Acceptor refuse medical or surgical treatment; and

b. Formulate advance directives.

Procedure:

Each Centified Health Care Provider shall:

1. De_signne a person of persons responsible for informing adult patients of their
right to make decisions concerning their medical care.

2. Distribute to each adult patient the following information:

a. The Cabinet for Human Resources ' description of Kentucky Lawson
Advance Direcuves.

b. Agency policy regarding implementation of advance directives.

NOTE: Recommend distribution of additional information to assist patients

and/or staH in underntanding advance direcuves. The following materials are
acceptable:

®Advance Directives sues and Answers®
Hospice of the Bluegrass

®Advance Directives, Living Will, Health Care
Surrogate, Durable Power of Attorney” Video
Mospice of the Biuegrass

*About Advance Medical Directives®
Channing Bete Co., Inc.

*Living Will®
Oivision of Aging Services

TRANSMITTAL #19 APPENDIX XXI, Page 8
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PATIENT SELF-DETERMINATION {Continued)

*Planning For Difficult Times - Tomarrow’s Choices”
*Planning For Ditficult Times - A Matter of Choice”
American Association of Retired Persons

3. Maintain Living Will and Designation of Health Care Surrogate documents for

distribution to adult patients upon request.

4. Documentation supporting compliance with the requirements regarding
non-discriminatory care shall be incorporated into the Quality Assurance

process.

§. Documentation supporting the patient’s decision to formulate an advance
directive shall be included in the medical record. (Recommend use of
attached Advance Directive AcknowledgmentForm.) A processshall be

developed to assure appropriate staff are advised of the patient'sdirective.

6. Documentation supporting all aspects of the staff and general public education

campaign shall be recorded by appropriate personnel,

7. Stipulate by policy, family member or guardians will be provided with

information regarding advance directives when the patient is comatose or
otherwise incapacitated and unable to receive the information. Once he or she
s no longer incapacitated the information must be provided directly to the
adult patient.

- . ;
“w PR AP o A s 5 RS AR L
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HEALTH INSURANCE CLAIM FORM (HCFA-1500 Rev. 12/90)
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HEALTH INSURANCE CLAIM FORM s *
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EXPLANATION OF CHANGES-INCORPORATED MATERIAL
907 KAR 1:376
HOSPITAL SERVICES MANUAL
OCTOBER, 1992

The Hospital Services Manual is used by agency gtaff and
participating providers of the Medicaid Program. This
Manual is being amended to reflect any significant policy
and billing changes which have been promulgated and approved
in the appropriate administrative requlation governing the
specific subject matter, and to show any minor
clarifications of policy or procedure which may be made.

The entire manual consists of one hundred ninety-seven (197)
pages. One hundred twenty-two (122) pages are being amended
by this proposed reqgulation.

The Table of contents is being amended to add, delete, and
change headings to reflect the correct sections and page

contents. These changes have no major impact on policy.

Reason: this action was taken to reflect correct
location of page and section content.

Authority: KRS 205.520

Page 1.1 is being amended to delete the inappropriate EDS
toll-free telephone number and adding the new toll-free
number and deleting *Medical Assistance"” and adding
"Medicaid" to correctly identify the Kentucky Medicaid
Program.

Reason: To correctly jdentify the Kentucky Medicaid
Program and provide correct telephone number
for EDS.

Authority: KRS 205.520



Page 2.1 is being amended to delete the phrase "frequently
referred to as the Medicaid Program", deleted "Medical
Assistance" and added vMedicaid" to correctly identify the
Program and deleting the phrase weither by Medicare oOr
Medicaid" to clarify Program coverage.

Reason: To provide correct Program jdentity and
coverage provided in this manual.

Authority: KRS 205.520

pPages 2.2 is being amended to correct the number of required
advisory council members from "“17" to "18", four-year term
appointees from "16" to "17", members representing the
professional groups changed from "9" to "10", and the
addition of "3" which clarifies the number representing the
lay citizens. In addition, "3" was added to clarify the
frequency of each council meeting.

Reason: To provide the correct number of members
required to form the Advisory Council.

Authority: KRS 205.540, KRS 205.520

Pages 2.3 1s being amended by adding "(5) or six (6)" to
correct the members needed to represent provider groups and
recipients. This page also includes information transferred
from previous page.

Reason: To provide the correct number of members
required to form the Advisory Council.

Authority: KRS 205.540, KRS 205.520

Page 2.4-2.5 are being amended by transferring information
from previous pages. There are no actual changes involved.

Reason: Retyping of pages required due to the
transferring of information to different pages.

Authority: KRS 13A, KRS 205.520



)

10.

11.

12.

13.

Page 2.6 is being amended to contain a paragraph transferred
from previous .page. and the .addition  of - phrase: "having
knowledge of the occurrence of any event affecting” which
was inadvertently omitted in the previous manual update.

Reason: To meet requirements .of Public Law 92-603,
Section 1909.

Authority: KRS 13A, KRS 205.520
Page 2.7-2.8 are being amended to including information

transferred from previous pages. There are no policy
changes involved.

Reason: To meet KRS 13A drafting requirements.
Authority: KRS 13A, KRS 205.520

Page 2.9 is being amended to delete "445.45" to 447.45" and
to include information transferred from previous page.

Reason: To meet KRS 13A drafting requirements.
Authority: KRS 13A, KRS 205.520

Page 2.10 is being amended to jnclude information from
previous page and by deleting "refugee cases" to clarify
program policy.

Reason:  To verify. deletion of Refugee cases from
coverage.

Authority: KRS 13A, KRS 205.520

Page 2.11 is being amended to include information
transferred from previous page and by adding *apdvanced
Registered Nurse Practitioner" to updated with Program
services.

Reason: To meet drafting changes and provide latest
Program service categories.

Authority: KRS 13A, KRS 205.520



14,

15.

16.

17.

18.

Page 2.12 is Dbeing amended to include information
transferred from previous page and changing "will" . to
"shall", "is" to "shall" and adding "be" to comply with LRS
regulations.

Reason: To meet KRS 13A drafting changes.

Authority: KRS 13A, KRS 205.520

Page 2.13 is being amended to include information from
previous page and "will" and "can" to "shall" to comply with
LRS regulations.

Reason: To meet KRS 13A drafting changes.
Authority: KRS 13A, KRS 205.520

Page 3.1 is being amended to include the phrases "(Medicare)
in order to be eligible to submit a Commonwealth of" which
was inadvertently omitted on the previous manual updated and
adding "Department for Medicaid Services Certification on
Lobbying (MAP-343A)" to comply with Program policy.

Reason: To clarify and provide clear requirements for
provider participation. :

Authority: KRS 13A, KRS 205.520

Page 3.2 is being amended by deleting "Intermediate Care
Facility Manual or Skilled Nursing Facility Manual" and
adding Nursing Facility Services Manual. The last sentence
was transferred from following page.

Reason: To provide the latest revision of Program
service titles.

Authority: KRS 205.520, KRS 13A

Page 3.3 is being amended by changing "Medical Assistance"
to "Medicaid" for correct Program jdentification, deleting
"Review" in order to correctly identify the Peer Review
Organization and transferring information from the following
page.

Reason: To clarify Program and Peer Review Organization
identity.

Authority: KRS 205.520



19.

20.

21.

22.

23.

Page 3.4 is being amended by adding "Standard" to clarify

- the time zone —and transferring of information from the

following page.
Reason: To clarify the area time zone.
Authority: - KRS 205.520

Page 3.5 is being amended to include information transferred
from the following page.

Reason: To meet drafting regulations.
Authority: KRS 13A, KRS 205.520

Page 3.6 is being amended by changing "must" to "shall" to
comply with LRC regulations, "Medical Assistance" to
nMedicaid" for appropriate Program jdentification and the
inclusion of written information being transferred from the
following page.

Reason: To correctly identify the Medicaid Program and
meet KRS 13A drafting regulations.

Authority: KRS 13A, KRS 205.520

Pages 3.7-3.8 are being amended to include regulations
involving the Patient’s Advance Directives as established in
OBRA, 1990, Section 4751. } TR

Reason: Td éomply with OBRA 1990 regulations.
Authority: OBRA 90, KRS 205.520

Page 4.1-4.8 are being amended to include new federally
mandated coverage; therefore, each page contains information
which was transferred from a prior page.

Reason: To meet drafting requirements.

Authority: KRS 205.520, KRS 13A



24.

25.

26.

27.

Page 4.1 is being amended by changing "the" to "either",
rdate" to "the first day" and adding "if later" to clarify
Program policy; "can" and "will" -to *shall" to meet LRC
requirements and paragraphs relating to Program policy
concerning coverage for recipients under age 6 in
disproportionate share hospitals and under age 1 in
non-disproportionate share hospitals.

Reason: To meet drafting requirements and provide
additional Program coverage relating to
recipients under the ages of six (6) and one
(1) as required by OBRA '90.

Authority: KRS 13A, KRS 205.520, OBRA '90

Page 4.2 is being amended to include additional information
relating to services covered under the Hospital Indigent
Care Assurance Program (HICAP). Other corrections include
the deletion of "can", "is", "are", and adding "shall" or
"shall be" to comply with LRC requlations.

Reason: To provide updated information involving HICAP
and other drafting changes.

Authority: KRS 205.570, KRS 205.520, KRS 13A

Page 4.3 is being amended to include the phrase, "The
services shall be considered covered, subject to other
Program edits," which was inadvertently omitted from prior
manual updates. Other corrections include the deletion of

vare" to "shall be" to comply with LRC regulations and "3"
to "30".

Reason: To meet KRS 13A drafting requirements.
Authority: KRS 13A, KRS 205.520

Page 4.4 is being amended to change *handicapped
individuals" to "persons with disabilities” and "is" to
"shall be".

Reason: To clarify and meet drafting requirements.

Authority: KRS 13A, KRS 205.520



28.

290

30.

31.

32.

Page 4.6 is being amended,tpwdeletgmﬂwillﬁ_and_add "shall"
to comply with LRC regulations.

Reason: To meet KRS 13A drafting requirements.
Authority: KRS 13A, KRS 205.520

Page 4.8 is being amended by adding the phrase vEffective
for services provided prior to July 1, 1991, in order to
reflect implementation date for coverage.

Reason: To meet KRS 13A drafting requirements.
Authority: KRS 13A, KRS 205.520

Page 4.9 is being amended Dby deleting the phrase "on oOr
after July 1, 1989" and adding "from July 1, 1989 through
June 30, 1991", to clarify Program policy and deleting "are"
and adding "shall be" to comply with LRC regulations. Other
corrections include the addition of two paragraphs relating
to federally mandated Program services provided on or after
July 1, 1991, to recipients under age 6 in disproportionate
share hospitals and to recipients under age 1 in
non-disproportionate share hospitals.

Reason: To meet drafting requirements and to comply
with new federally mandated Program coverage
issues.

Authority: KRS 13A, KRS 205.520, OBRA '90

Page 4.10 is being amended by deleting "such" and adding
v"that" for correct grammar.

Reason: To meet KRS 13A drafting requirements.
Authority: KRS 13A, KRS 205.520

Page 4.12 is being amended to include a paragraph relating
to Clinical Laboratory Improvement Amendments (CLIA). Other

corrections include deleting "their" and adding "its" for
correct grammar.

Reason: To meet Clinical Laboratory Improvement
Amendments of ‘g8 and other drafting
requirements.

Authority: KRS 13A, KRS 205.520, CLIA '88



33.

34.

35.

36.

37.

Page 4.13 is being amended by deleting "disproportionate
share" and adding "Acute",-ﬂmmdicaid“,-ﬂwith“exceptionally
high costs or long lengths of stay" and "under age six (6)

for disproportionate hospitals" to clarify Program policy.

Reason: . 7o clarify Program coverage as it relates to
recipients with exceptionally high costs or
long lengths of stay.

Authority: KRS 13A, KRS 205.520, OBRA *90

Page 4.15 is being amended by deleting "services" to clarify
Program policy.

Reason: To meet KRS 13A drafting requirements.
Authority: KRS 13A, KRS 205.520

Page 4.16 is being amended by adding a paragraph relating to
clinical Laboratory Improvement Amendments (CLIA).

Reason: To meet Clinical Laboratory Improvement
Amendments of '88.

Authority: KRS 13A, KRS 205.520. CLIA '88

Page 4.17 is being added and will include item 10 concerning
policy on observation room and holding beds which was
inadvertently omitted from the prior update and deleting
nare" and adding "shall be" to comply with LRC regulations.

Reason: To meet drafting requirements and provide
Program coverage clarification.

Authority: KRS 13A, KRS 205.520

»

Page 5.2 is being amended to include a paragraph clarifying
Program policy relating to the billing of outpatient
services provided prior to the actual time of the inpatient
admission.

Reason: To provide current Program coverage.

Authority: KRS 13A, KRS 205.520



Ve -

38.

39.

40.

41.

42.

43.

Page 5.3. is being amended by deleting the inappropriate
address for ordering the CPT-4 books and adding the correct
address.

Reason: To meet drafting requirements.

Authority: KRS 13A, KRS 205.520

Page 5.4 is being amended by deleting "Rendered” for
clarification purposes and "its" and adding "their" for
correct grammar.

Reason: To meet drafting requirements.

Authority: KRS 13A, KRS 205.520

Page 5.5 is being amended by deleting paragraphs relating to
the MAP-346. This paragraph now appears on page 5.6.

Reason: To meet drafting requirements.

Authority: KRS 13A, KRS 205.520

Page 5.6 is being amended to include paragraphs relating to
the MAP-346 which was transferred from the prior page and by

adding "provided" under item 47 to clarify Program policy.

Reason: To meet drafting requirements and provide
additional Program coverage.

Authority: KRS 13A, KRS 205.520

Page 5.7 is being amended by deleting "will" and adding
"shall" to comply with LRC regulations.

Reason: To meet drafting requirements.
Authority: KRS 13A, KRS 205.520

Page 5.8 is being amended by adding wgffective” in last
paragraph for clarification of Program coverage.

Reason: " mo clarify the effective date of Program
coverage for out-of-state hospitals.

Authority: KRS 13A, KRS 205.520



44.

45.

46.

47.

48.

49.

Page 5.10 is being amended by adding a paragraph relating to
the add-on fee which - has - been- established for out-of-state
disproportionate share hospitals.

Reason: To meet drafting requirements and provide
additional Program coverage.

Authority: KRS 13A, KRS 205.520
Page 6.1 is being amended by deleting "MCAA" and adding

"MCCA" to correctly identify the Medicare Catastrophic
Coverage Act (MCCA).

Reason: To correctly'identify the Medicare Catastrophic
Coverage Act (MCCA).

Authority: KRS 13A, KRS 205.520, MCCA '88

Page 6.2 is being amended by deleting the last paragraph
which is being transferred to the following page.

Reason: To meet drafting requirements.

Authority: KRS 13A, KRS 205.520

Page 6.3 is being amended to include the first paragraph
which was transferred from the prior page and by deleting
vRendered for clarification purposes.

Reason: To meet drafting requirements.

Authority: KRS 13A, KRS 205.520

Pages 6A.1-6A.7 are being amended to include additions,
deletions, or the rearranging of information which required
the transferring of information to different pages.

Reason: To comply with drafting requirements.

Authority: KRS 13A, KRS 205.520

Page 6A.1 is being amended by deleting "Medical Assistance"”
and adding "Medicaid" for correct Program identity.

Reason: To comply with drafting requirements.

Authority: KRS 13A, KRS 205.520



50.

51.

52.

53.

Page 6A.2 is being amended by adding insurance codes K, R,

S, and their meaning and a sentence in the -last -paragraph to ...

clarify policy involving third party payor coverage
verification.

Reason: To provide current insurance codes and detailed
information required when the recipients have
exhausted their third party coverage.

Authority: KRS 13A, KRS 205.520

Page 6A.3 is being amended by adding continued clarification
of services involving third party payors.

Reason: To provide current Program requirements
involving recipients that have exhausted their
third party benefits and information necessary
before Program payment can be provided.

Authority: KRS 205.520, KRS 13A

Page 6A.4 is being amended by deleting the incorrect EDS
toll-free telephone number and entering the correct
toll-free number.

Reason: To provide the current telephone numbers of EDS
for provider contact purposes.

Authority: KRS 205.520

Page 6A.7 is being amended by deleting vattorney"; - "company"
to "carrier", adding "party, but the liability has not been
determined, you shall proceed with submitting your claim to
EDS if you provide" and deleting "for payment shall be
pursued from the liable party. If the liable party has not
been determined, attach copies of" and "the claim when
submitting to Medicaid for payment."” in order to clarify
Program policy concerning accident and work related claims.

Reason: To provide current requirements to providers
when submitting claims that involve services
billed as a result of an accident or
work-related incident.

Authority: KRS 205.520



54.

55.

56.

57.

Pages 7.1-7.24 are being amended to include additions,

 deletions, and transferring of information to various pages

in order to clarify Program policy and billing instructions.

Reason: To clarify Program policy and billing
instructions.

Authority: KRS 205.520, KRS 13A

Page 7.1 is being amended to delete "carbon" for
clarification purposes. In addition, the fourth paragraph
is being deleted and transferred to page 7.5 for billing
clarification purposes.

Reason: To correct minor changes and transfer the
fourth paragraph to item "Fv to better describe
the completion of the UB-82 billing form.

Authority: KRS 205.520

Page 7.2 is being amended to delete inappropriate EDS
toll-free telephone number and enter the correct toll-free
number.

Reason: To provide the current telephone number of EDS
for provider contact purposes.

Authority: KRS 205.520

Page 7.3 is being amended to include three paragraphs
relating to the billing of Part A and Part B services that
are transmitted via tape to Kentucky Medicaid by the
Medicare fiscal intermediary.

Reason: To provide Program policy concerning the
implementation of the Medicare Part A and B
tape billing and billing procedure that follows
if claims do not appear on the Medicaid RA's
within thirty (30) days of the Medicare
adjudication date.

Authority: KRS 205.520



58.

59.

60,

61.

Page 7.4 is Dbeing amended by ~deleting ' "such" and adding
v"these" for clarification purposes. other additions include
information relating to Outpatient services provided prior
to admission as an inpatient.

Reason: To meet drafting requirements and provide
Program policy concerning the billing of
outpatient services prior to the actual time of
admission as an inpatient. ‘

Authority: KRS 13A, KRS 205.520

Page 7.5 is being amended by including continued information
relating to outpatient services provided prior to actual
admission, changing "E" to ng" and the addition of a
paragraph describing form locator instructions for the UB-82
billing form which was transferred from page 7.1.

Reason: To provide updated Program policy involving
outpatient services and to clarify UB-82
instructions.

Authority: KRS 205.520

Page 7.6 is being amended to include "regular Medicaid" for
billing clarification and a paragraph relating to the usage
of TOB 134.

Reason: To clarify different billing procedures for
regular Medicaid outpatient services and a
paragraph relating to the usage of TOB 134.

Authority: KRS 205.520

Page 7.8 is being amended by deleting "one (1)" and adding
"gix (6)" and "COVERED" to clarify Program policy.

Reason: To clarify the Program policy in relation to
recipients under the age six (6) in
disproportionate share hospitals and the entry
for the covered dates of service.

Authority: KRS 205.520, OBRA '90



62.

63.

64.

65.

66.

Page 7.9 is being amended . by adding.a .paragraph relating to
the billing of regular outpatient services and recurring
outpatient services in accordance with Program policy. In
addition, "covered" is being included to clarify the days to
be billed to Medicaid for reimbursement.

Reason: To clarify Program coverage in billing for
recurring outpatient services and request to
enter COVERED days in appropriate area on the
billing form. :

Authority: KRS 205.520

Page 7.11 is being amended to include updated information
regarding the usage of CPT-4 codes required through 1992.

Reason: To provide the appropriate usage of CPT-4 codes
through the year of 1992.

Authority: KRS 205.520, HCPCS '92

Page 7.12 is being amended to include the phrase "and shall
be identified as Kentucky Medicaid or KY Medicaid" in order
to properly identify the Medicaid Program.

Reason: To comply with drafting requirements and
correctly identify the Medicaid Program.

Authority: KRS 205.520, KRS 13A
Page 7.13 is being amended by deleting »Exception: MAID

numbers of refugee recipients will include alpha characters"”
as Medicaid no longer covers these services.

Reason: To update Program policy as refugee services
are no longer covered by Kentucky Medicaid.

Authority: KRS 205.520

Page 7.15 is being amended by deleting "staté, name and

license numbers" and adding "Unique Physician Identification

Number (UPIN) and name" to comply with Medicare guidelines.

Reason: To update Program records by adding a request
for the Unique Physician Identification Number
(UPIN) to comply with Medicare guidelines.

Authority: KRS 205.520, HCFA



67.

68.

69.

70.

Page 7.16 is being amended by deleting "must" and adding
"shall" to comply with LRC drafting regulations. -

Reason: To comply with drafting requirements.
Authority: KRS 13A, KRS 205.520

Page 7.19 is being amended by adding "July 1, 1991 through
June 30, 1991", for individuals under age one (1) and two
additional paragraphs concerning disproportionate share and
non-disproportionate share information relating to
recipients under ages of 6 and 1 which relates to Program
coverage.

Reason: To provide the effective date and changes
involving recipients under age gix (6) in
disproportionate share hospitals and under age
one (1) in all acute care hospitals.

Authority: KRS 205.520, OBRA '90

Pages 7.21-7.24 are being added in order to provide billing
instructions for the HCFA-1500 that the providers are
required to utilize when billing the Medicaid Program for
the Part B deductible and coinsurance amounts covering
hospital-based physician services.

Reason: To provide billing instructions for the
HCFA-1500 that the providers are required to-
utilize when billing for the Part B
deductible/coinsurance amounts covering
hospital-based physician services.

Authority: KRS 205.520

Page 9.2 is being amended by deleting the inappropriate EDS
toll-free telephone number and adding the new toll-free

number.

Reason: To provide the correct toll-free telephone
number of EDS for provider contact purposes.

Authority: KRS 205.520



71.

72.

73.

74.

75.

Page 9.4 is being . amended by deleting the inappropriate EDS
toll-free telephone number and adding the correct toll-free
number. Other corrections include deleting "ID" and adding
nIdentification" for clarification purposes.

Reason: To provide the correct toll-free telephone
number for EDS for provider contact purposes
and adding identification for clarification in
reference to the Medical Assistance
Identification Card.

Authority: KRS 205.520

Page 9.7 is being amended by deleting the inappropriate EDS
toll-free telephone number and adding the correct number
and "such" to "this" for clarification purposes.

Reason: To comply with drafting regulations and provide
the correct toll-free telephone number of EDS
for provider contact purposes.

Authority: KRS 13A, KRS 205.520

Appendix I, pages 1-11, are being amended by deleting,
adding, and rearranging the summaries of services covered by
the Medicaid Program in alphabetical order for easier

reference.

Reason: services covered by the Medicaid Program were
: rearranged in alphabetical ‘' order for easier
reference.

Authority: KRS 205.520

Appendix I, Page 1 is being amended by including a
description of Advanced Registered Nurse Practitioner
Services, deleting "performed" and adding T“provided”,
"free-standing” under Ambulatory Surgical Center Services
and "a" to "suppliers of" for clarification of services
provided by the Medicaid Program.

Reason: To comply with drafting requirements and
provide a clear explanation of Program coverage.

Authority: KRS 205.520, KRS 13A

Appendix I, Page 2 is being amended to include a summary of
services provided under EPSDT Special Services Program.



P

76.

17.

78.

Reason: To provide Program coverage.
Authority: KRS 205.520

Appendix I, page 3 is being amended by deleting "are" to
"ghall be" in order to comply with LRC regulations, “certain
hearing aid repairs shall be covered through the hearing
services element”, "ajid” to “aide" and vdurable medical
equipment, appliances, and certain prosthetic supplies on a
preauthorized basis" to clarify Program coverage. Other
additions include Medicaid benefits available under Hospice
care.

Reason: To comply with drafting requirements and
provide a clear explanation of Program coverage.

Authority: KRS 13A, KRS 205.520

Appendix I, Page 4 is being amended to include a sentence
under Hospital Inpatient Services verifying elective and
cosmetic services, services provided to recipients under age
one (1) and changing "one (1)" to reflect ngix (6)" in
accordance with Program coverage.

Reason: To provide a clear explanation of Program
coverage.

Authority: KRS 205.520

Appendix I, Page: s is being amended by rearranging the
wording of laboratory services to comply with CLIA
requirements, deleting and relocating Nursing Facility
gervices and adding "for the Mentally Retarded and

pDevelopmentally Disabled (ICF/MR/DD)" for coverage
clarification.
Reason: To comply with CLIA requirements and clarify

Program coverage.

Authority: KRS 205.520, CLIA '88



79.

80.

81.

82.

Appendix I, Page 6 1is being amended by deleting "partial
Hospitalization" and ~adding “"Psychosocial- Rehabilitation™.
other changes include deleting information pertaining to
Mental Hospital Services, Nurse Anesthetist Services, and
Nurse Midwife Services as this information was transferred
to other pages.

Reason: To provide a clear " explanation of Program
coverage.

Authority: KRS 205.520

Appendix I, Page 8 is being amended by changing "quarterly"
to "periodically", "are" to "shall be" and "must" to "“shall"
to comply with LRC regulations. Other changes include the
addition of selected vaccines and RhoGAM as a covered item
under Physician Services and information rgarding Nurse
Midwife Services.

Reason: To comply with drafting requirements and
provide a clear explanation involving Program
coverage.

Authority: KRS 13A, KRS 205.520

Appendix I, Page 9 is Dbeing amended by deleting
*"immunizations", "selected vaccines and RhoGAM,
anti-neoplastic drugs", wsuch as" to "e.g. new patient" to
clarify coverage benefits and "is" to "shall be" to comply
with LRC regulations. :

Reason: To comply with drafting requirements and

provide clear explanations involving Program
coverage.

Authority: KRS 13A, KRS 205.520

Appendix I, Page 10 is being amended by deleting "Renal" and
nservices" to correctly identify the Renal Dialysis Center
Services.

Reason: To clarify Program coverage available for

recipients receiving services in Renal Dialysis
Centers.

Authority: KRS 205.520



83.

84.

85'

86.

87.

Appendix II-C, Pages 1-2 are being amended by deleting the
old KenPAC eligbility card and replacing it with the new
card.

Reason: To provide current KenPAC eligibility
information which denotes services applicable
to the KenPAC Program.

Authority: KRS 205.520

Appendix III-B is being added to include the Certification
on Lobbying Form (MAP-343A) which ijs a new form that is
required for Provider Enrollment purposes.

Reason: To provide a copy of a form that is now
required by Provider Enrollment.

Authority: KRS 205.520
Appendix IV-A, Pages 1-4 are being amended by deleting the

old form, MAP-344 (Rev. 08/85), and replacing it with the
new MAP-344 form (Rev. 03/91).

Reason: To provide the new MAP-344 form (Rev. 03/91)
which is required for Provider Enrollment
purposes.

Authority: KRS 205.520

Appendix IV-A, Page 5 isvbeing"dgig;gd as it is no longer

required because the new form only has a total of four (4)
pages.

Reason: The new MAP-344 form (Rev. 03/91) only contains
four pages; therefore, this page is obsolete.

Authority: KRS 205.520

Appendix X is being amended by deleting the old Third Party
Lead Form and replacing it with the new Third Party Lead
Form (Rev. 07/91).

Reason: To enable the providers of medical services to
provide EDS/Medicaid, when needed, more
detailed information regarding third party
involvement.

Authority: KRS 205.520



r’\

88.

89.

90.

91.

92.

Appendix XI is being amended by deleting the old MAP-346
form (Rev. 08/82) and replacing it with the new MAP-346
(Rev. 07/92).

Reason: To provide the Program with additional
information needed to process Medicare Part B
crossover services.

Authority: KRS 205.520

Appendix XIX, Page 5 is being amended to include Revenue
Code 636-Erythropietin (EPO) Drug Requiring Detailed Coding
which is now a covered item.

Reason: To denote that the EPO drug is now a covered
item under hospital inpatient services.

Authority: KRS 205.520

Appendix XXI, Page 11 is being amended to include Revenue
Code 636-Erythropietin (EPO) Drug Requiring Detailed Coding
which is now a covered item.

Reason: To denote that the EPO drug is now a covered
item under hospital outpatient services.

Authority: KRS 205.520

Abpendix XXI, Page 1-9 are being added to provide
information to providers in reference to the Advance
Directive Law.

Reason: To comply with OBRA 1990 requlations.
Authority: KRS 205.520, OBRA '90

Appendix XXII is Dbeing added to provide a copy of the
HCFA-1500 billing form.

Reason: To provide a copy of claim form that the
providers are required to utilize when billing
for the Part B deductible/coinsurance amounts
covering hospital-based physician services.

Authority: KRS 205.520.



CABINET FOR HUMAN RESOURCES
DEPARTMENT FOR MEDICAID SERVICES

907 KAR 1:376
INCORPORATION BY REFERENCE OF THE
HOSPITAL SERVICES MANUAL

SUMMARY OF INCORPORATED MATERIAL '
October, 1992

The Hospital Services Manual is used by agency staff and
participating providers of the Medicaid Program. This
Manual is being amended to reflect any significant policy
and billing changes which have been promulgated and approved
in the appropriate administrative regulation governing the
specific subject matter, and to show any minor
clarifications of policy or procedure which may be made.

The entire manual consists of one hundred ninety-seven (197)
pages.  One hundred twenty-two (122) pages are being amended
by this proposed regulation. The changes are listed below.

The Table of Contents is being amended to add, delete, and
change headings to reflect the correct sections and page
contents. These changes have no major impact on policy.

Page 1.1 is being amended to delete the inappropriate EDS
toll-free telephone number and adding the new toll-free
number and deleting "Medical Assistance" and adding
wMedicaid" to correctly identify the Kentucky Medicaid
Program. '

Page 2.1 is being amended to delete the phrase "frequently
referred to as the Medicaid Program", deleted "Medical
Assistance” and added "Medicaid" to correctly identify the
Program and deleting the phrase "either by Medicare oOr
Medicaid" to clarify Program coverage.

Page 2.2 is being amended to correct number of required
advisory council members from "17" to "18", four-year term
appointees from "16" to "17", members representing the
professional groups changed from "9" to "1, and the
addition of "3" which clarifies the number representing the
lay citizens. In addition, "3" was added to clarify the
frequency of each council meeting.

Page 2.3 is being amended by adding "(5) or six (6)" to
correct the members needed to represent provider groups and
recipients. This page also includes information transferred
from previous page.

Pages 2.4-2.5 are being amended by transferring information
from previous pages. There are no actual changes involved.



10'

11.

12.

13.

14.

15.

16.

17.

18.

19.

20.

Page 2.6 is being amended to contain a paragraph transferred
from previous page and the addition of phrase: "having
knowledge of the occurrence of any event affecting" which
was inadvertently omitted in the previous manual update.

Pages 2.7-2.8 are being amended to include information
transferred from previous pages. There are no policy
changes involved.

Page 2.9 is being amended to delete "445.45" to "447.45" and
to include information transferred from previous page.

Page 2.10 is being amended to include information from
previous page and by deleting "refugee cases" to clarify
Program policy.

Page 2.11 is Dbeing amended to include information
transferred from previous page and by adding "Advanced
Registered Nurse Practitioner" to update with Program
Services.

Page 2.12 is Dbeing amended to include information
transferred from previous page and changing "will" to
"shall”, "is" to "shall" and adding "be" to comply with LRC
regulations.

Page 2.13 is being amended to include information from
previous page and "will" and "can" to "shall" to comply with
LRC regulations.

Page 3.1 is being amended to include the phrases " (Medicare)
in order to be eligible to submit a Commonwealth of" which
was inadvertently omitted on the previous manual update and
adding "Department for Medicaid Services Certification on

Lobbying (MAP-343A)," to comply with Program Policy.

Page 3.2 is being amended by deleting "Intermediate Care
Facility Manual or Skilled Nursing Facility Manual" and
adding Nursing Facility Services Manual. The last sentence
was transferred from following page.

Page 3.3 is being amended by changing "Medical Assistance”
to "Medicaid"” for correct Program identification, deleting
"Review" in order to correctly identify the Peer Review
Organization and transferring information from the following
page.

Page 3.4 is being amended by adding "Standard" to clarify
the time zone and transferring of information from the
following page.

Page 3.5 is being amended to include information transferred
from the following page.
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21.

22.

23.

24.

25.

26'

27.

28.

29.

Page 3.6 is being amended by changing "must"” to "shall" to
comply with LRC regulations, "Medical Assistance" to
"Medicaid" for appropriate Program. identification and the
inclusion of written information being transferred from the
following page.

Pages 3.7-3.8 are being amended to include regulations
involving the Patient's Advance Directives as established in
OBRA, 1990, Section 4751. '

Page 4.1-4.18 are being amended to include new
federally-mandated Program coverage; therefore, each page
contains information which was transferred from a prior page.

Page 4.1 is being amended by changing "the" to "either",
ndate"” to "the first day" and adding "if later" to clarify
Program policy; "can" and "will® to "shall" to meet LRC
requirements and paragraphs relating to Program policy
concerning coverage for recipients under age 6 in
disproportionate share hospitals and under age 1 in
non-disproportionate share hospitals. ‘

Page 4.2 is being amended to include additional information
relating to services covered under the Hospital Indigent
Care Assurance Program (HICAP). Other corrections include
the deletion of "can", "is", vare"”, and adding "shall” or
"shall be" to comply with LRC regulations.

Page 4.3 is being amended to include the phrase, "The
services shall be considered covered, subject to other
Program edits,"” which was inadvertently omitted from prior
manual updates. Other corrections include the deletion of
nare" to "shall be" to comply with LRC regulations and "3"
to "30".

Page 4.4 is being amended to change "handicapped
individuals" to "persons with disabilities" and "is" to
"shall be".

Page 4.6 is being amended to delete "will" and add "shall"
to comply with LRC regulations.

Page 4.8 is being amended by adding the phrase "Effective
for services provided prior to July 1, 1991, in orxder to
reflect implementation date for coverage.



30.

31.

32.

33.

34.

35.

36.

37.

38.

39.

Page 4.9 is being amended by deleting the phrase "on or
after July 1, 1989" and adding "from July 1, 1989 through
June 30, 1991: to clarify Program policy and deleting "are"
and adding "shall be" to comply with LRC regulations. Other
corrections include the addition of two paragraphs relating
to federally mandated Program services provided on or after
July 1, 1991, to recipients under age 6 in disproportionate
share hospitals and to recipients wunder age 1 in
non-disproportionate share hospital.

Page 4.10 is being amended by deleting "such" and adding
"that" for correct grammar.

Page 4.12 is being amended to include a paragraph relating
to Clinical Laboratory Improvement Amendments (CLIA). Other
corrections include deleting "their" and adding "its" for
correct grammar.

Page 4.13 is being amended by deleting "disproportionate
share" and adding "Acute", "Medicaid", "with exceptionally
high costs or long lengths of stay” and "under age six (6)
for disproportionate hospitals" to clarify Program policy.

Page 4.15 is being amended by deleting "services” to clarify
Program policy.

Page 4.16 is being amended by adding a paragraph relating to
Clinical Laboratory Improvement Amendments (CLIA).

Page 4.17 is being added and will include item 10 concerning
policy on observation room and holding beds which was
inadvertently omitted from the prior update and deleting
"are" and adding "shall be" to comply with LRC requlations.

Page 5.2 is being amended to include a paragraph clarifying
Program policy relating to the billing of outpatient
services provided prior to the actual time of the inpatient
admission.

Page 5.3 is being amended by deleting the inappropriate
address for ordering the CPT-4 books and adding the correct
address.

Page 5.4 1is being amended by deleting "Rendered" for
clarification purposes and "its" and adding "their" for
correct grammar.



40.

41.

42.

43.

44.

45.

46.

47.

48.

49.

50.

51.

52.

Page 5.5 is being amended by deleting paragraphs relating to
the MAP-346. This paragraph now appears on page 5.6.

Page 5.6 is being amended to include paragraphs relating to
the MAP-346 which was transferred from the prior page and by
adding "provided" under item #7 to clarify Program policy.

Page 5.7 is being amended by deleting "will" and adding
"shall" to comply with LRC regulations.

Page 5.8 1is being amended by adding "Effective" in last
paragraph for clarification of Program coverage.

Page 5.10 is being amended by adding a paragraph relating to
the add-on fee which has been established for out-of-state
disproportionate share hospitals.

Page 6.1 is being amended by deleting "MCAA" and adding
"MCCA" to correctly identify the Medicare Catastrophic
Coverage Act of 1988.

Page 6.2 is being amended by deleting the last paragraph
which is being transferred to the following page.

Page 6.3 is being amended to include the first paragraph
which was transferred from the prior page and by deleting
"Rendered" for clarification purposes.

. Pages 6A.1-6A.7 are being amended to include additions,

deletions, or the rearranging of information which required
the transferring of information to different pages.

Page 6A.1 is being amended by deleting "Medical Assistance”
and adding "Medicaid" for correct Program identity.

Page 6A.2 is being amended by adding insurance codes K, R,
S, and their meaning and a sentence in the last paragraph to
clarify policy involving third party payor coverage
verification.

Page 6A.3 is being amended by adding continued clarification
of services involving third party payors.

Page 6A.4 is being amended by deleting the incorrect EDS
toll-free telephone number and entering the correct
toll-free number.



53.

54.

55.

56.

57.

58.

59.

60.

61.

Page 6A.7 is being amended by deleting "attorney"”, "company"
to "carrier", adding "party, but the liability has not been
determined, you shall proceed with submitting your claim to
EDS if you provide"” and deleting "for payment shall be
pursued from the liable party. If the liable party has not
been determined, attach copies of" and "the claim when
submitting to Medicaid for payment." in order to clarify
Program policy concerning accident and work related claims.

Pages 7.1-7.24 are being amended to include additions,
deletions, and transferring of information to various pages
in order to clarify Program policy and billing instructions.

Page 7.1 is Dbeing amended to delete "carbon" for
clarification purposes. In addition, the fourth paragraph
is being deleted and transferred to page 7.5 for billing
clarification purposes.

Page 7.2 is being amended to delete inappropriate EDS
toll-free telephone number and enter the correct toll-free
number.

Page 7.3 is being amended to include three paragraphs

‘relating to the billing of Part A and Part B services that

are transmitted via tape to Kentucky Medicaid by the
Medicare fiscal intermediary.

Page 7.4 is being amended by deleting "such" and adding
"these" for clarification purposes. Other additions include
information relating to Outpatient services provided prior
to admission as an inpatient.

Page 7.5 is being amended by including continued information
relating to outpatient services provided prior to actual
admission, changing "E" to "F" and the addition of a
paragraph describing form locator instructions for the UB-82
billing form which was transferred from page 7.1.

Page 7.6 is being amended to include "regular Medicaid" for
billing clarification and a paragraph relating to the usage
of TOB 134.

Page 7.8 is being amended by deleting "one (1)" and adding
"six (6)" and "COVERED" to clarify Program policy.



62.

63.

64.

65.

66.

67.

68.

69.

70.

71.

72.

Page 7.9 is being amended by adding a paragraph relating to
the billing of regular outpatient services and recurring
outpatient services in accordance with Program policy. In
addition, "covered" is being included to clarify the days to
be billed to Medicaid for reimbursement.

Page 7.11 is being amended to include updated information
regarding the usage of CPT-4 codes required through 1992.

Page 7.12 is being amended to include the phrase "and shall
be identified as Kentucky Medicaid or KY Medicaid" in order
to properly identify the Medicaid Program.

Page 7.13 is being amended by deleting "Exception: MAID
numbers of refugee recipients will include alpha characters"
as Medicaid no longer covers these services.

Page 7.15 is being amended by deleting "state, name and
license numbers" and adding "Unique Physician Identification
Number (UPIN) and name" to comply with Medicare guidelines.

Page 7.16 is being amended by deleting "must"™ and adding
"shall" to comply with LRC drafting regulations.

Page 7.19 is being amended by adding "July 1, 1991 through
June 30, 1991", "for individuals under age one (1)} and two
additional paragraphs concerning disproportionate share and
non-disproportionate share information relating to
recipients under ages of 6 and 1 which relates to Program
coverage. '

Pages 7.21-7.24 are being added in order to provide billing
instructions for the HCFA-1500 that the providers are
required to utilize when billing the Medicaid Program for
the Part B deductible and coinsurance amounts covering
hospital-based physician services.

Page 9.2 is being amended by deleting the inappropriate EDS
toll-free telephone number and adding the new toll-free
number.

Page 9.4 is being amended by deleting the inappropriate EDS
toll-free telephone number and adding the correct toll-free
number. Other corrections include deleting "ID" and adding
"Identification" for clarification purposes.

Page 9.7 is being amended by deleting the inappropriate EDS
toll-free telephone number and adding the correct number and
"such" to "this" for clarification purposes.



73'

74.

75.

76.

77.

78.

79.

Appendix I, pages 1-11, are being amended by deleting,
adding, and rearranging the summaries of services covered by
the Medicaid Program in alphabetical order for easier
reference.

Appendix I, page 1 is being amended by including a
description of ' Advanced Registered Nurse Practicioner
Services, deleting “"performed" and adding "provided",
"free-standing"” under Ambulatory Surgical Center Services
and changing "may" to "shall" and "supplier or supplier of"
and "a" to "suppliers of" for clarification of services
provided by the Medicaid Program.

Appendix I, page 2 is being amended to include a summary of
services provided under EPSDT Special Services Program.

Appendix I, page 3 is being amended by deleting "are" to
"shall be" in order to comply with LRC regulations, "certain
hearing aid repairs shall be covered through the hearing
service element", "aid" to "aide" and "durable medical
equipment, appliances and certain prosthetic supplies on a
preauthorized basis" to clarify Program coverage. Other
additions include Medicaid benefits available under Hospice
care.

Appendix I, page 4 is being amended to include a sentence
under Hospital Inpatient Services verifying elective and
cosmetic services, services provided to recipients under age
one (1) and changing "one (1)" to reflect "six (6)" in
accordance with Program coverage.

Appendix I, page 5 is being amended by rearranging the
wording of 1laboratory services to comply with CLIA
requirements, deleting and relocating Nursing Facility
Services and adding “"for the Mentally Retarded and
Developmentally Disabled (ICF/MR/DD)" for coverage
clarification.

Appendix I, page 6 is being amended by deleting "Partial
Hospitalization" and adding "Psychosocial Rehabilitation".
Other changes include deleting information pertaining to
Mental Hospital Services, Nurse Anesthetist Services, and
Nurse Midwife Services as this information was transferred
to other pages.



80.

81.

82.

83.

84.

85.

86.

87.

88.

89.

90.

Appendix I, page 8 is being amended by changing "quarterly"
to "periodically", "are" to "shall be" and "must" to "shall"
to comply with LRC regulations. Other changes include the
addition of selected vaccines and RhoGAM as a covered item
under Physician Services and information regarding Nurse
Midwife Services.

Appendix I, page 9 is being amended by deleting
"immunizations", "selected vaccines and RhoGAM,
anti-neoplastic drugs", "such as" to "e.g. new patient" to
clarify coverage benefits and "is" to "shall be" to comply
with LRC regulations.

Appendix I, page 10 is being amended by deleting "Renal" and
"services" to correctly identify the Renal Dialysis Center
Services.

Appendix II-C, pages 1-2 are being amended by deleting the
old KenPAC eligibility card and replacing it with the new
card (Rev. 11/91). :

Appendix III-B is being added to include the Certification
on Lobbying Form (MAP-343 A) which is a new form that is
required for Provider Enrollment purposes.

Appendix IV-A, pages 1-4 are being amended by deleting the
old form MAP-344 (Rev. 08/85) and replacing it with the new
MAP-344 form (Rev. 03/91).

Appendix IV-A, page 5 is being deleted as it is no longer
required because the new form only has a total of four (4)
pages.

Appendix X is being amended by deleting the old Third Party
Lead Form and replacing with the new Third Party Lead Form
(Rev. 07/91).

Appendix XI is being amended by deleting the o0ld MAP-346
form (Rev. 08/82) and replacing it with the new MAP-346
(Rev. 07/92).

Appendix XIX, page 5 is being amended to include Revenue
Code 636-Erythropietin (EPO) Drug Requiring Detailed Coding
which is now a covered item.

Appendix XIX, page 11 is being amended to include Revenue
Code 636-Erythropietin (EPO) Drug Requiring Detailed Coding
which is now a covered item.



91.

92.

Appendix XXI, pages

1-9 are being added to provide

information to providers in reference to the Advance

Directive Law.

Appendix XXII is bein
HCFA-1500 billing form.

g added to provide a copy of the

N





